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D.T.M. & H. 


LECTURER IN PAZDIATRICS AT THE KING EDWARD VII COLLEGE OF 
MEDICINE, SINGAPORE 


CHILDREN 


By Cicety D. M.R.C.P., 


Atmost every practitioner in the tropics has his 
own ideas about malaria in children, and many others 
are called on to advise parents about taking their 
children to malarial districts. On the whole, children 
with malaria do, well if reasonable precautions are 
observed, and if treatment is prompt and vigorous. 


CLINICAL TYPES 


Clinical varieties of the disease are well defined but 
do not correspond to the different varieties of the 
parasite. The four types to be kept in mind, par- 
ticularly in treating children, are the following :— 

(1) Acute malaria with and 
distinct symptoms. 

(2) Chronic malaria with parasites present. 

(3) Chronic malaise in children from a malarial 
country in whom no parasites can be found, but who 
improve under adequate treatment with quinine. 

(4) Presence of malarial parasites in blood of 
children apparently normal and healthy in every way. 
One must consider these individuals as living in tem- 
porary symbiosis with their parasites. They are apt 
to develop an attack of fever if subjected to chill, over- 
work, underfeeding, or any particular strain. They 
are probably more subject to intercurrent diseases 
than are children whose blood is free from the 
parasite. 


parasites present 


IMMUNITY 


In treating children of many and various nationali- 
ties (British, Syrian, Jamaican, Greek, West African, 
Chinese, Malay, Indians) there has been no obvious 
evidence of any racial immunity. Nutrition is well 
known to be of the greatest importance in the reaction 
to malaria, and this is most particularly so in children. 
The breast-fed baby is, generally speaking, the well- 
fed baby. Where malnutrition in the mother is so 


TABLE I—AGE-INCIDENCE OF MALARIA IN 436 CHILDREN 
AT ACCRA 
Weeks Months 
Age ee 3..3 Sia ee SO oO ace 
Cases .. a Bcc Se wate cs I xe, Te 
Years 
Age me Bis Bis DA Bes Hest Ratan 
Comes .. | .. Wie War DF 8 a. ar on 


severe that the breast-fed baby is not well fed, where 
the results of a late weaning or of a bad weaning diet 
with other adversities, such as helminths and various 
degrees of gastro-enteritis, have left their mark, then 
resistance is weakened. The first attack of malaria 
is generally the worst. It is the newcomers to the 
country, of whatever age, who are the worst sufferers. 
Some immunity undoubtedly develops, and many 
people live for years in a highly malarial area without 
any sign of disease, although they may be constantly 
exposed to bites of infected mosquitoes and take no 
prophylactic drug. 

6080 
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AND ORIGINAL ARTICLES 


Prenatal infection has been described, but it is 
uncommon. In a highly malarial country 6 to 18 
months is the age of most frequent attacks, and this 
is apparently the age when immunity is being estab- 
lished. In the Children’s Hospital, Accra, the ages 
in 436 consecutive cases were as shown in table I. 
It is well known that a great many patients with 
malaria, among both adults and children, will recover 
without any treatment, and a great many more do 
recover with imperfect treatment. It has been said 
that by treating the attack we may interfere with 
the development of immunity. There is no evidence 
of this ; but there is much evidence to show that those 
children who suffer from chronic untreated malaria 
are more apt to fall victims to intercurrent diseases 
than those in whom attacks have been cut short by 
adequate treatment. This is borne out by a series 
of cases from the Gold Coast (table 11). 

TABLE II—INFLUENCE OF MALARIA ON 
PNEUMONIA 


INTERCURRENT 


Disease Admissions Deaths 
°° “Soret ers oa ee oer 
Pneumonia .. 23 5 
Malaria plus pneumonia 31 17 


SIGNS AND 
Signs and symptoms may be absent, or they may 
be so severe,as to be mortal. Any of the following 
may be present or any combination of them. 
Pyrexia.—Fever of 100° to 103° F. is perhaps the 
most usualsymptom. Perhaps its most characteristic 
feature is that it may subside in a few hours, and the 


SYMPTOMS 


child may appear normal between attacks. Rigors 
are not so common in infants as in adults. Hyper- 


pyrexia is rare in infants, and less rare in older 
children ; it is often fatal. 

Gastritis and enteritis.—The gastro-intestinal canal 
of a child is a most important, sensitive, and hard- 
working affair, In children, far more than in adults, 
it is apt to be upset by adversities, whether psychic, 
traumatic, or infective. In an adult the attack of 
malaria may lead to little more than anorexia. In 
a child it may produce interference with digestion 
and assimilation besides vomiting, diarrhea, or 
constipation. 

Encephalopathy.—Children are apt to have con- 
vulsions at the onset of an illness. Cerebral symptoms 
at the onset of malaria do not necessarily mean 
cerebral malaria, but the two are difficult to distin- 
guish, and it is as well to regard malaria accompanied 
by -convulsions as very serious, although many 
patients recover. 

Bronchitis, particularly in infants, is not unusual. 
Its connexion with malaria has not been explained, 
but it will be found in practice that many infants and 
children develop a bronchitis which will immediately 
clear up as soon as the malaria is adequately treated. 

Splenomegaly.—Lymphoid tissue in a child is exceed- 
ingly labile compared with that of an adult. The 
spleen of an infant 6 months old may, in response to 
an attack of malaria, enlarge from the costal margin 
down to the umbilicus in four days and, with adequate 
treatment, retire back to normal in another week. 
The old fibrotic spleen of chronic malaria is com- 
paratively resistant to treatment. The two are easily 
distinguished on palpation, and it must be remembered 
that the amount of perisplenitis that accompanies 
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these activities may cause considerable pain, tender- 
ness, and rigidity 

Hepatomegaly.— In small babies enlargement of the 
iver often accompanies that of the spleen. It is as 
vell to recognise this sign of hepatic damage before 
the jaundice appears 


] 
LOT 


Jaundice may be severe and 
ist g 

lnemia is caused by the destruction of erythro- 
cytes. ‘There is also probably some toxic process 
which is not so well recognised or understood. Chil- 
dren are even more susceptible than adults, and it is 
always most important to look for and treat, or still 
better to anticipate, anemia in children. There is an 
wute fulminating form of anemia which may be 
rapidly fatal. It develops so quickly that a baby 
may be admitted blanched and unconscious, as from 
. severe hemorrhage, after only three days’ illness. 

{lhuminuria.—Traces of albumin are often found 
in the urine of children with malaria and are not 
vcenerally of much importance. 

Cachexia.—In young children it is more usual to 
find the acute forms of disease, and in older ones the 
more chronic; but malarial cachexia is by no means 
uncommon in children, especially in those older than 
9 months. 

iigid malaria is common in children except in the 
first attack. Children with vague malaise and those 
who do not gain weight should be examined repeatedly 
for parasites, even in the absence of any history of 
fever. 

Blackwater fever is probably a form of allergy. It 
is almost unknown in infants, rare in older children, 
and relatively uncommon in adults born in a malarial 
country. It does not appear to be associated with 
quinine, but it is intimately associated with the pro- 
cess of immunisation. Among many thousands of 
eases of malaria in children seen in the Gold Coast, 
less than twenty cases of blackwater were admitted 
to the children’s hospitals in my time, and every one 
of them recovered. 


PROPHYLAXIS 


Children should not be taken unnecessarily to a 
malarial country, but with intelligent codperation 
from the parents many of the dangers can be avoided. 
Malaria is eminently preventable. Parents should be 
thoroughly taught how they can assist the sanitary 
authorities and how to minimise the breeding of 
mosquitoes on their premises. Children should be 
protected from mosquitoes either by spending the 
hours after dusk and while sleeping during the day 
either in a screened room or under a mosquito net. 
Every effort must be made to provide an adequate 
and suitable diet to increase resistance. Prophy- 
lactic quinine is not advised by all authorities, but 
it probably does some good. It is best given at bed- 


time. The following doses have proved useful: 
Age Dose Age Dose 

Birth-9 months gr. 1 2-6 years gr. 3 

)months-—2 yrs gr. 2 6-14 years gr. 4 


The parents should always be taught that it is 
especially important for children to receive adequate 
treatment early in the disease. At the first sign of 
fever quinine should be given and the child taken to 
i doctor. 

TREATMENT 


Chere are two possibilities to be considered: the 
elimination of the parasites of malaria, and the cure of 
the symptoms of an attack. The former is the more 
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desirable and should generally be pursued; but 
where a child is free from fever, anemia, and other 
symptoms, is putting on weight, and bound to return 
to a highly malarial district, where it is certain to 
become reinfected, it is practically useless to attempt 
anything more than the cure of symptoms. A third 
objective must always be kept in mind—namely, to 
cure the anemia, cachexia, hepatitis, and other 
conditions secondary to the malaria. 

In my experience, quinine is the most satisfactory 
drug. Even with totaquina excellent results have 
been obtained. The disadvantages are the unpleasant 
taste, difficulties of absorption, and some undesirable 
after-effects. The tasteless euquinine is largely 
inactive and is not advised. On the whole a mixture 
of quinine sulphate is preferable to the hydrochloride 
or the bihydrochloride. As already mentioned, the 
gastro-intestinal tract of a child is highly sensitive. 
A drug that is rapidly dissociated such as the hydro- 
chloride is more likely to cause vomiting than the 
relatively slowly acting sulphate. The mixture is 
generally swallowed and easily retained if it is given 
with sugar and water. Even so it is difficult to know 
exactly how much has been absorbed, unless elaborate 
quantitative tests are made. So often a child’s power 
of digestion seems unimpaired, and yet his assimila- 
tion may be seriously diminished. This is likely to 
happen to babies with any sort of fever, and it is 
particularly likely to happen to children with hel- 
minths. In a tropical country where ascariasis is 
very prevalent there is apt to be much interference 
with absorption; hence it often happens that oral 
medication apparently fails. 

Sometimes it is necessary to consider parenteral 
medication, as in severe cases, those that do not react 
to quinine by mouth, and those in which parasites 
persist in spite of treatment. The intravenous injec- 
tion of quinine presents no difficulties in an adult ; 
in children it may be most difficult, especially where 
assistance is inexpert and equipment imperfect. 
There has been much controversy about the intra- 
muscular injection of quinine. The subject is treated 
almost like a religion and politely barred from medical 
conversation. However, it will generally be found 
that those who have treated many children find this 
method not only extremely useful but almost invari- 
ably harmless. Four main objections have been 
raised: (1) pain at the site of injection; (2) in- 
evitability of necrosis of muscle; (3) possibility of 
abscess formation and paralysis; and (4) slow 
absorption—i.e., not much advantage over oral 
route. Those objections may be countered thus :— 


(1) If the injection is correctly given, the pain is 
not severe at any time, though discomfort and tender- 
ness are apt to persist for some weeks. Probably the 
muscles of children recuperate more quickly than those 
of adults. 

(2) Necrosis of muscle is probably common ; but, 
if the quinine is given slowly in dilute solution, 
necrosis is minimised. If, as 1 have sometimes seen, 
quinine gr. 5 is dissolved in 15 minims of water, the 
solution is so strong that protein is precipitated, 
muscle is necrosed, the quinine remains localised and 
bound, and the parasites go scotfree. 

(3) Any area of necrosed muscle is liable to become 
septic, but no more than in any other surgical pro- 
cedure in which there is slight trauma of muscle tissue. 
The injection should never be given close enough to a 
nerve to cause any sort of paralysis. This is simply 
a matter of proper technique. Cases of bad driving 
have caused accidents ; but this is not a reason for 
everyone to give up keeping a car. 

(4) With correct technique the rate of absorption 
is far more rapid than by mouth. Singing in the ears 
may be heard 10-20 min. after the injection. 
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The advantages are obvious. There is no unpleasant 
taste and no gastric upset, the whole dose is absorbed, 
and with correct technique the results are good. 

Technique for intramuscular injection.—Quinine 
gr. 5 injected intramuscularly is an average dose for 
a child. Ampoules should be made up of quinine 
bihydrochloride gr. 5 in water 5 c.cm., or else this 
solution can be kept in small quantities and used from 
a bottle with a rubber cap. The solution should be 
freshly made up every week. The barrel of the 
syringe is filled. A clean needle is used to puncture 
the skin. The patient is placed on his side in bed with 
the thigh well flexed so as to relax the glutei muscles. 
The area is thoroughly cleansed with alcohol. The 
crest of the ileum is palpated and a point chosen 3-1 
in. only below this line on the posterolateral aspect 
of the buttock. The patient is controlled by the 
nurse or attendant. The clean needle is introduced 
with a quick stab through the skin. Here, as always, 
the razor-sharp needle is most important. The 
needle is pushed on through the muscle until it touches 
bone. It is then withdrawn a fraction; the barrel 
is attached and the solution slowly injected. The 
barrel is again removed and a little sterile water 
injected to clear the needle of quinine solution. If 
this precaution is not observed, the tract of the 
needle on withdrawal will be filled with quinine, 
which may cause some local necrosis. After the 
needle is withdrawn, gentle massage is kept up for 
10 min., until any swelling has disappeared. It is 
sometimes regrettable that medicine is first practised 
on the tougher members of the population, because one 
has seen some practitioners perform “ gentle mas- 
sage’’ on a small child in a manner that is more 
likely to promote trauma of the tissues than absorp- 
tion of quinine. 

Even in a small cachectic child, in whom the normal 
contour of the buttock is replaced by a pathetic 
wizened little concavity, this procedure can generally 
be followed with confidence. It is often necessary 
to give a series of these injections on three or four 
days running. If there is any swelling on the third 
day after the second gluteal area has been utilised, a 
slightly different spot on the first buttock may be 
chosen, or else the outer side of the thigh, 1-2 in. 
below the great tuberosity of the femur. It is rare 
for children to complain of pain after the injection 
and the massage are completed. If there is much 
residual swelling or tendency to abscess formation, 
applications of heat or painting with iodine will be 
found useful, but interference is generally unwise 
and unnecessary. If an abscess is formed, no incision 
should be made until there is obvious fluctuation. 

Quinine by mouth.—The following is a suitable 
stock mixture, and if mixed with sugar and water can 
generally be given to the youngest patient without 
difficulty :— 


Quinine sulphate .. - er.2 Acid . & sufficiency 


Ferrous sulphate .. - gr. 1 Water to 1 drachm 


For a baby of one month old 1 drachm is given 
three times a day, and the dose can be increased for 
older children. 

Quinine by mouth will control most of the usual 
manifestations of malaria and will generally cause the 
parasites to disappear in a week. For a small baby 
the dose is 1 drachm thrice daily or four-hourly accord- 
ing to size, age, and severity of illness. In hyper- 
pyrexia, in cerebral conditions, in cases with vomiting, 
in cases that have not responded to oral treatment, 
and in other urgent conditions gr. 5 is given by intra- 
muscular injection daily for three days, besides the 
quinine given by mouth. Children in whom the 
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powers of absorption are impaired by enteritis or by 
helminthiasis will respond favourably to _ intra- 
muscular injections of quinine when other methods 
have failed. 

Convulsions should be controlled with sedatives 
and chloroform if necessary. Lumbar puncture and 
a hot bath with icebags to the head are often useful. 
Anemia is treated with iron and the usual adjuvants. 
A severe anemia requires immediate transfusion. In 
some cases I believe life has been saved by the fact 
that blood was immediately extracted from the 
mother’s arm and injected into the anterior fontanelle 
of the child without waiting for typing, the whole 
operation being completed in 10 min. after admission. 
Hepatomegaly, jaundice, or other evidence of hepatic 
damage should be treated with glucose and doses of 
alkali between those of the quinine mixture. 

Blackwater fever in children is treated as in adults. 
Quinine is given by any route that seems to be 
indicated. Large doses of alkali are given between. 
Subcutaneous saline may be necessary if there is any 
difficulty in giving sufficient fluids by mouth ; but it 
is supremely important that the patients should be 
disturbed as little as possible. Restlessness should 
be met with bromides and chloral hydrate. The 
total quantity of fluid intake and output should be 
measured. To watch the progress of the condition 
accurately, a sample of each urine passed should be 
kept for inspection. It is easy to improvise a test- 
tube rack out of an old biscuit tin, with adhesive 
plaster laid across the top in strips to divide it into 
about a dozen compartments. Anemia must always 
be treated adequately. Most cases of splenomegaly 
will respond to quinine, but the hard fibrotic mass 
produced by long-standing malaria will not disappear 
until the child ‘‘ grows up to his spleen ’’—if then. 


SUMMARY 

(1) The manifestations of malaria are just as 
various in infants and children as they are in adults. 

(2) Anemia and convulsions are more common, 
more severe, and more sudden than in adults. 

(3) Treatment with quinine and iron is advocated, 
quinine sulphate being preferable to the hydro- 
chloride for oral administration. 

(4) Intramuscular injections of quinine are often of 
value, particularly where gastro-intestinal disturbances 
hinder the absorption of quinine given by mouth. 

(5) In a malarial country attacks of fever are very 
common in babies aged 6-18 months. If the patient 
survives, immunity is gradually developed. 

(6) Treatment with quinine does not appear to 
interfere with the development of immunity. 


A paper by me on quinine in the treatment of malaria 
in children that appeared in the West African Medical 
Journal in 1933 (7, 105), now out of print, has been 
freely drawn on. 


In the preface to the fifty-sixth yearbook of the 
scientific and learned societies of Great Britain and 
Ireland (London: Charles Griffin and Co. 1939. 
Pp. 175. 10s. 6d.)the publishers say they intend to 
continue with its issue in spite of the difficulties war 
has brought. This is good news, for the yearbook is a 
valuable record of the work of the learned world. 
The societies are arranged under 14 headings, and the 
address, names of the officers, conditions of member- 
ship, time and place of meeting, and the publications 
of each are given. In the medical section it is proper 
that the Ministry of Health and the Medical Research 
Council should be recognised as scientific and learned 
societies, but it is a little surprising to find no entry 
for the Royal College of Physicians or the Royal 
College of Obstetricians and Gynecologists. 
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CHANGES IN AGE-INCIDENCE 


IN THE LAST 


PERFORATED ULCERS IN YOUNG MALES 


Male patients with ulcers are harder to subdivide 
than female, and the attempt would fail but for the 
work of Bager (1929), who collected all cases of perfora- 
tion 1911-25 in fifty Swedish hospitals. Bager would 
have us believe that diagnosis and transport reached a 
high standard and showed little change throughout this 
period, and that therefore these figures roughly repre- 
sent the total incidence of perforated ulcer in a certain 
area, This, if true, gives us just the information which 
we lack. The graphs for Sweden in fig. 6, taken from 
his paper, show yearly admissions for perforation. The 
initial rise makes one suspect that Bager’s claim is not 
quite justified, and that some improvement in diagnosis 
and transport was still going on in 1911—15, giving an 
appearance of increase affecting both sexes equally ; 
Bager grants that this is possibly a false increase. 
Then comes the war period with its fluctuations in 
food supply, and it is not certain what is happening. 
Finally, there is a steady increase in perforations in 
males, while the number in women remains constant. 
Fig. 7 analyses this increase by showing the changes 
in age-distribution. The female age-distribution 
remains unchanged over the three five-year periods. 
The male curves are obviously compound. For 1911-— 
15 the age-distribution of perforations in males 
corresponds closely to that of those in females except 
for an excess at 20-30. In the succeeding five-year 
periods this peak grows until it completely out- 
shadows the original peak at 50—60. 

Bager divides his male material into ulcers of the 
body of the stomach and ulcers in the region of the 
pylorus. The ulcers of the body form an almost 
homogeneous group with a maximal incidence at 
50-60, corresponding to the peak in women (fig. 8). 
The pyloric ulcers form a heterogeneous curve with 
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two distinct peaks, one in the early thirties and the 
other in the fifties. The whole increase in perforations 
falls in the young group of pyloric ulcers. Further 
differences between the two types of ulcer are dis- 
cussed in the original paper. Fig. 9 shows this differ- 
ence in age-incidence of the two types. It is con- 
structed in the same way as fig. 3, so as to show how 
closely Bager’s gastric ulcers agree with Brinton’s. 

Is Bager justified in claiming that his material repre- 
sents the whole incidence of perforation in a certain 
tract of country, and that there is a true increase in 
frequency in young males of 300 per cent. or more ? 
(If the two types of ulcer in males are separated and the 
earlier type is supposed to have the same age-distri- 
bution as in women, the modern type has increased 
600 per cent.) A study of Bager’s paper, even with- 
out the evidence summarised here, convinces me that 
Bager’s is the only reasonable interpretation. If 
perforations in young males have not increased as he 
supposes, the only other possibilities are either that 
perforations in women and old men have decreased 
at a rate which miraculously counterbalances im- 
proved diagnosis and transport, with the result that 
the final admission-rate remains unchanged ; or that 
improved facilities have, for some reason or other, only 
affected young males. Both these explanations are a 
priori improbable, and they are specifically contra- 
dicted by Bager, who was in a position to know. 

Therefore pyloric perforations in young men must 
have undergone this sudden huge increase in frequency 
in Sweden in the latter half of the period 1911—25 in 
the area served by Bager’s hospitals. The factors 
responsible for this increase had no effect on the 
incidence of lesser-curve perforations and only a 
questionable effect on pyloric perforations in females 
and elderly males. Whatever we call this modern 
type of perforation—I hope later to produce evidence 
that it forms on an annular spasm of gut and should 
therefore be called a spastic perforation—there is no 
doubt that, like acute perforated ulcer in young 
women, it forms an independent group. Thestatistical 
evidence proves this, even in the absence of clinical 
and histological support. 

Can Bager’s results be confirmed outside Sweden ? 
After spending a great deal of time browsing over 

English and German autopsy records of the 19th 
century, I was convinced that the older pathologists 
did not miss duodenal ulcers or call them pyloric and 
prepyloric in the light-hearted way often ascribed to 
them ; but it is difficult to convey this conviction to 
anyone else. If, however, duodenal perforations 
were as rare in the last century as I believe them 
to have been, the age-distribution of Bager’s gastric 
perforations should agree with that of all Brinton’s 
perforations in males, and, as already pointed out 
(fig. 9), this is just what does happen, and the agree- 
ment is uncannily exact. The slight dint in the 
twenties in Brinton’s curve foreshadows the modern 
type of perforation, which in Semb’s (1930) data 
(fig. 10) almost completely ousts the older type. 
Petren’s figures for Sweden 1900—09 also agree with 
Brinton’s, suggesting that the change in type of 
perforation took place in Sweden between 1910 and 
1920. Fig. 10 was drawn for comparison with fig. 3. 
In fig. 3 the gradual disappearance of perforations in 
young females unmasked a group with the peak incid- 
ence in the forties. In fig. 10 the opposite is seen : 
a peak of perforations at an older age disappears as the 
type in younger men increases. The peak of Petren’s 
data shifts from the fifties to the forties and spoils the 
symmetry of the graph, but this shift is found in all 
data from the early surgical period and is probably an 
artefact due to causes already discussed. Semb’s 
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perforations in males 


in England ; but the Fig. 7—Age-incidence (in ten-year age- 
groups) of perforated ulcers in males (solid 
lines) and females (interrupted lines) for 
the three five-year periods from 1911 to 
From data of Bager (1929). 


distinction is blurred, 
because the peak in- 
cidence of the younger 1925. 
type has passed from 

the twenties to the 

late thirties or early forties. The same trend can be 
found in other parts of the world. 


NON-PERFORATED PEPTIC ULCER 

There is a strong case for the existence of three inde- 
pendent groups of perforations, but it is not so easy 
to show that uncomplicated ulcers fall into the same 
categories. The group of ulcers in young women is 
undisputed (see contemporary textbooks) ; the diffi- 
culty is to prove that ulcers in males have increased, 
and that the whole increase is due to a particular type 
of ulcer which was uncommon in the last century. 
Alsted (1938) shows that over the last 150 years the 
ratio of male to female admissions for all peptic ulcers 
has changed from 1 : 6 to 3: 1, and a similar but less 
obvious trend is shown by autopsy figures. But, since 
there is no doubt about the decline of ulcers in women, 
it is dangerous to assess the increase in men from the 





groups) of different types of perforated 
ulcer: (1) pyloric and duodenal in males ; 
(2) gastric in males; (3) pyloric and 
duodenal in females ; (4) gastric in females. 
From data of Bager (1929). 


change in sex ratio. When also it is sought to divide 
the group of pyloric ulcers into two, the task becomes 
impossible, because twenty or thirty years elapse 
before the younger type comes to autopsy (fig. 13), 
and by that time it has become indistinguishable 
from the older type. Figures of hospital admissions 
for uneomplicated ulcer are worthless. The war 
1914-18 came at the critical period ; transport im- 
proved and hospital organisation changed. Diagnosis 
also is too much a matter of fashion ; clinicians in the 
last century missed duodenal ulcer and in this century 
call all cases of the pyloric syndrome ulcers. Even 
in the same hospital two radiologists working on the 
same material can find widely varying frequencies of 
gastric and duodenal ulcer; and two outpatient 
physicians, selecting a sample for inpatient treat- 
ment, recommend different proportions of the 
various types. 












































35 30 
30 25f- 
25 20r 
: : 2 
RS 
NS S 20 < Sh 
8 S| : 
S 
: S st & of 
Q 
10- Sr 
5- n 1 ! 1 1 
20 30 40 50 60 70 
Ag ee AGE ~GROUPS 
-. 1 L 1 i 4 
0 20 30 40 650066006 670 20 30 40 50 60 70 #4=x*¥Fia. 11—Percentage of perforated 
AGE-GROUPS 


Fic. 9—Percentage of different types 
of perforated ulcer in each ten-year 
age-group of a _ standard male 
population in which all age-groups 
are equally represented: 1, gastric all 
and duodenal perforations (Brinton 
1857); 2, gastric and duodenal 
perforations 1920-25 (Bager 1929) ; (Bager 1929); 
3, gastric perforations alone 1920—25 1930). 3 

(Bager 1929). 


age-groups 


AGE -GROUPS 


Fic. 10—Changes between 1900 and 
1929 in the percentage of perforated 
ulcer in each ten-year age-group of 
a standard male population in which 


are 


sented: 1, 1900-09 (Petren 1911); 
2, 1911-15 (Bager 1929); 3, 1920-25 
1920-29 (Semb 


4, 





ulcer in each ten-year age-group of a 
standard male population in which all 
age-groups are equally represented, 
at different periods: (1) dot-and-dash 
line, first half of 19th century (Brinton 
1857) ; (2) solid line, 1898-1912, Edin- 
burgh (Caird 1913); (3) dotted line, 
1913-24, Glasgow (Dunbar 1926); 
(4) interrupted line, 1931-36, London 
(Boggon 1938). (Caird’s and Dunbar’s 
curves include a few female cases. ) 


» equally repre- 








146 THE LANCET DR. JENNINGS : 

Post-mortem figures are fallacious. Fresh super- 
ficial mucous uleers of the duodenum are common, 
and little notice was taken of them in the last century. 
From 1905 to 1910 Moynihan successfully carried on 
his crusade for the recognition of duodenal ulcers ; 
and clinicians, especially in Germany, who had relied 
on the infallibility of the pathological machine and 
had opposed Moynihan, took up an accusing attitude 
towards the pathologists who were thought to have 
let them down. Younger men hastily compiled new 
figures, calling everything possible duodenal ulcer ; 
but despite their efforts, which the protocols show to 
be ridiculously tendentious, the anatomical D.U. : 
G.U, ratio remained under 1:1, whereas clinicians 
were demanding ratios of 3:1 or higher. What is 
wanted is a knowledge of the ratio in sudden deaths 
from unrelated existing records, especially 
English are such highly selected 
material that they are valueless for comparative pur- 


CAUBES : 


Ones, based on 


poses. A full discussion of the literature can be found 
under Hauser (1926). 
Male admissions for he#matemesis (Alsted 1938) 


have increased considerably in the last twenty years, 
especially at but, unlike perforation, 
humatemesis not necessitate admission to 
hospital the increase might be due to 
improved facilities or similar factors. I am just as 
impressed by the evidence of old countrymen in 
England and Germany who volunteer the statement 
that in their youth girls vomited blood but men did 
not, whereas now young men do it and girls do not. 
Admissions for pyloric stenosis are based on clinical 
and radiological evidence. Pathologically, it is a con- 
dition in which it is impossible to obtain records, 
and no argument can be based on any figures avail- 
able 


younger ages ; 
does 


and so 


In the absence of other evidence it is worth 
mentioning that Hurst (1929) expressed surprise 
that older writers missed the importance of 


heredity. They did not miss it, they denied it ; and 
my clinical, radiolagical, and gastroscopical experience 
makes me think that they were right. The ulcers 
with a positive family history tend to belong to the 
modern type. 


NUMBER OF DEATHS 
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Annual deaths from peptic ulcer in females in 
selected five-year age-groups. From the 


statistics of the Registrar-General. 
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Fic. 13—Annual deaths from peptic ulcer in males 
in certain selected five-year age-groups. From 
the statistics of the Registrar-General. The 
sudden rise in 1911 is due to the inclusion (for 
the first time) of deaths from duodenal ulcer. 


SUMMARY AND CONCLUSIONS 


(1) Too much attention has been paid to the con- 
stitutional factor in peptic uleer and not enough to 
environmental causes. 

(2) The history of uncomplicated ulcers is obscured 
by changes in diagnostic fashion and in the selection 
of patients admitted to hospital or coming to autopsy. 
The history of perforated ulcer can be reconstructed 
from available records in several countries. 

(3) Between 1850 and 1900, of every six free per- 
forations into the peritoneal cavity, three affected 
young women under 25, one an elderly woman, one an 
elderly man, and one a young man. Since 1920, of 
every ten perforations, one has affected an elderly 
woman and nine men mostly in the middle years or 
younger. 

(4) Perforations in young women form a sharply 
defined group, which increased rapidly at the begin- 
ning of the 19th century and died out completely and 
suddenly at the beginning of the 20th, the same 
changes taking place at about the same time in Ger- 
many, France, Scandinavia, and the English-speaking 
countries. This type of ulcer must therefore have been 
due to something in the environment or in the mode of 
life. 

(5) Perforated pyloric ulcers in men can also be 
shown statistically to fall into at least two independ- 
ent groups. One group is closely associated with and 
is inseparable from lesser-curve perforations. It has 
a similar incidence to that of perforation in women 
since 1920. The other group tends to affect younger 
men and has recently undergone a large increase in 
north-west Europe and presumably throughout the 
English-speaking countries. Owing to increased 
facilities for admission to hospital and other factors, 
it is impossible to measure this increase directly in 
France, Germany, Italy, England, and the U.S.A. ; 
but there is evidence that in parts of Sweden the in- 
crease is 300-600 per cent. This estimate agrees with 
the change in ratio from 2 male: 1 elderly female to 
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10 male: 1 elderly female, which has taken place in 
several countries. It follows that something in our 
mode of life is also responsible for this type of 
perforation. 

(6) It is impossible to find any sources of informa- 
tion in western Europe or in the U.S.A. which would 
enable changes in incidence of uncomplicated ulcer to 
be estimated. Uncomplicated ulcers cannot therefore 
be proved to fall into the same categories as per- 
forated ulcers, but there is indirect evidence that they 
do, 

(7) Possible environmental factors responsible for 
the three main types of perforation will be discussed 
at a later date in connexion with the clinical, radio- 
logical, endoscopical, and animal experimental 
evidence of the mechanism of ulcer formation. 

(8) Lastly, it is urged that perforated peptic ulcers 
and many other so-called constitutional diseases 
should be notified. In the case of acute perforations, 
comparatively highly accurate statistics could be 
compiled ; and, if we had such statistics for transition 
periods, they would probably be of great service in 
elucidating the mechanism and in a campaign of 
prevention. 
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THOSE who are about to become, or have recently 
become, fathers should study a booklet published by 
the National Baby Welfare Council in coéperation 
with the recently formed National Advisory Father- 
craft Council. It is now generally recognised that 
the functions of paternity comprise more than the 
old triad of begetting, breadwinning and (when neces- 
sary) cutting off with a shilling, but not every father 
fully realises how profoundly he can influence the 
growing minds and bodies of his children for good or 
ill, In Father and the Family ’’ (obtainable from 
the National Baby Welfare Council at 29, Gordon 
Square, London, W.C.1. 2d.) the young father will 
find much sage and simple advice. The excellent 
\ BC for fathers might with advantage be pasted up 
in the bathroom to be ingested daily during the 
morning shave. 
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It is now recognised that normal people are exposed 
to and excrete small amounts of lead without any 
apparent ill effect. Modern analytical methods have 
shown that lead is present in most human tissues, the 
highest concentrations being found in the bones. 
Lead can be absorbed through the respiratory and 
gastro-intestinal tracts and in certain instances 
tetra-ethyl lead—through the skin. 


eg 


SOURCE OF NORMAL LEAD 


The source of this normal amount of lead in the 
human body and of that excreted is food, water, and 
inhaled particles of dust. 


Monier-Williams (1938) has found that many food- 
stuffs contain minute traces of lead and that some— 
e.g., sardines, curry-powder, and colouring matter— 
contain appreciable quantities. 

Ingleson (1934) has surveyed the question of lead in 
water-supplies. It seems likely that, even with 
modern conditions of supply, drinking-water may con- 
tain small amounts and occasionally, especially from 
private water-supplies (Chalmers 1939), may be heavily 
contaminated. 

Under modern conditions the town-dweller is also 
exposed to atmospheric lead derived from industrial 
processes, ‘‘ ethyl ’’ petrol, and the wear and tear of 
paint. Minot (1939) considers that this type of 
exposure is increasing, and she emphasises the need 
for further investigations. 


INGESTION AND EXCRETION 


Kehoe, Thamann, and Cholak (1933a) found lead 
in the feces and urine of people with no known 
industrial exposure to lead and in the excreta of 
primitive races (1933b). They say that the average 
American daily diet contains 0-2-0-35 mg. of lead, and 
that the average daily total excretion of lead is about 
0-25-0-3 mg. Monier-Williams (1938) puts the normal 
daily intake of lead at about 0-5 mg. 

Inhaled lead enters the systemic blood directly and 
is the most important source of industrial plumbism. 
All the lead ingested may not be absorbed from the 
gut and may be re-excreted in the bile. Other factors, 
such as diet and the pH of the intestinal contents, are 
also concerned with the absorption of lead from the 
gastro-intestinal tract (Tompsett and Chalmers 1939, 
Tompsett 1939b). After absorption into the blood- 
stream lead probably combines with inorganic phos- 
phate and circulates as lead hydrogen phosphate 
(Aub et al. 1926), although opinions differ about 
this. Blumberg and Scott (1935) are of the opinion 
that practically all the lead is carried in the blood- 
cells, and that there is only a trace in the plasma. 
Some of the lead in the blood-stream is excreted, and 
the rest, closely linked with calcium metabolism, is 
stored in the skeleton. Under certain conditions of 
metabolic upset or with a low calcium intake, with or 
without agents such as ammonium chloride or 
parathormone (Hunter and Aub 1927, Chalmers and 
Tompsett 1938, Tompsett and Chalmers 1939), some 
of this stored lead can be mobilised and more lead 
excreted. 

LEAD CONTENT OF 


NORMAL BLOOD 


The amount of lead in normal human blood has 
studied 


been previously by several investigators. 

















rABLE I LEAD CONTENT OF BLOOD FROM PEOPLE 
WITH NO KNOWN INDUSTRIAL EXPOSURE TO LEAD 


tange of 


lead Mean 
content lead 
Authors Method of blood content 
(ug. per of blood 
)c.cm.) 
tzner and Weyrauch Electrolytic 
1932) colorimetric 10-30 
193 »-50 
Bass (1933) 10-50 
Kehoe, Thamann, and 
Cholak (1933e) ie Spectrographic Nil-130 8 
Blumberg and Scott 
1935) : Pe »—100 50 
lompsett and Anderson 
1935) Dithizone 40-70 55 
Wexler and Sobel (1935) Spectrographi Less than 
100 
reisinger (1936) ‘ Micropolaro- 
graphic 41-79 61 
Taeger and Schmitt 
(1937) Dithizone 20-60 so 
Willoughby and 
Wilkins (1938) . an Nil-90 25 


he considerable disagreement between their results 
is probably due to variations in technique ; owing to 
the small amount of lead present in the material 
tested error may be considerable. Table 1 shows the 
results of some of these observers, together with the 
method employed. 


DETERMINATION OF LEAD CONTENT OF BLOOD 


The lead content of blood was determined by the 
dithizone method for detection of lead in biological 
materials, as described by Tompsett (1939a), which 
has proved to be sensitive and accurate. 


Over 20 c.cm. of blood was obtained by venepunc- 
ture and collected in specially prepared Pyrex tubes 
containing a little lead-free potassium oxalate. In 
the earlier cases a stainless-steel needle was inserted 
into the vein and the blood collected directly into the 
tubes ; later it was found that a syringe with a metal 
plunger could be used without risk of contamination. 
Standard stainless-steel needles and the same syringe 
were used throughout. 

For details of the chemical analysis reference should 
be made to the original papers by Tompsett and 
Anderson (1935) and Tompsett (1939a). 


Table 1 shows the results of blood-lead estimations 
carried out in 20 normal healthy people living in the 
Manchester district and 50 hospital patients in the 
Glasgow area, all of whom had no known industrial 
exposure tolead. None of them had grossly abnormal 
erythrocyte counts at the time of test, and none 
showed punctate basophilia in the Leishman-stained 
blood film. The lead content of blood in the Man- 
chester series was 36-89 yg. per 100 c.cm., with a 
mean of 62 pg. per 100 ¢.cm.; in the Glasgow series 
30-80 ng. per 100 c.cm. with a mean of 54 mug. per 
100 ¢.cem. ; and in the two groups combined 57 ug. per 
L100 ¢.em, 


EXAMINATION AND TESTING OF LEAD WORKERS 


The next group of persons tested were men who, 
right up to the time of test, were working where there 
was a definite industrial exposure to lead, but who 
felt in normal health and were regularly examined by 
examining surgeons under the Factories Act. The 
results are recorded in table 11. Besides the blood- 
lead test each man had a hemoglobin estimation 
Sahli), an examination for stippled cells, and a 
reticulocyte count carried out on him. 
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Stippling of the erythrocytes in the blood of a lead 
worker does not in itself mean lead poisoning but merely 
contact with lead. According to Lane (1931), with 
the alkaline methylene-blue technique, stippled cells 
with small granules up to 3000 per million of the 
erythrocytes are of little or no significance. Counts 
higher than this, especially if the stippling is coarse, 
suggest poisoning or impending poisoning. 

Blood films in the present investigation were 
stained by Leishman’s method and by alkaline 
methylene blue (Whitby and Britton 1937). Alkaline 
methylene blue is a most sensitive stain for stippled 
cells and often gives a positive result when the 
Leishman film gives a negative. It is thus important, 
when recording results, to state the method of staining. 


Stippled cells are seen not only in plumbism but 
also in many forms of anzemia and in certain other less 
common forms of poisoning. Finely granular stip- 
pled cells may occasionally be seen in normal blood 
when stained by alkaline methylene blue (Lane 1931, 
Chalmers 1939), although there is not full agreement 
on this point. Plumbism and exposure to lead, 
however, are by far the commonest causes of this 
alteration in the erythrocytes. Stippled cells appear 
to be a sign of blood regeneration and, as shown by 
Hawes (1909) and Key (1924), polychromasia and 
stippling are both manifestations of the phonomenon of 
reticulation. Whitby and Britton (1933) confirmed this 
by animal experiments and found that the polychrom- 
atic cells of the Leishman-stained films and the reticu- 
locytes of the intravitally stained films were identical 
and normal. They are of the opinion that stippling 
is caused by some alteration of the cytoplasmic 
chromatic substance either by lead or by some other 
poison, and that the reticulocyte count is a more deli- 
cate but less characteristic index of lead poisoning 
than is the stippled-cell count. 

The 44 lead workers, who showed no symptoms of 
lead poisoning, had blood-lead levels of 52-192 jg. 
Pb per 100 c.cm. with a mean of 104 yng. Pb per 
100 c.cm., and 34 of them showed stippling of the 
erythrocytes in blood films stained by alkaline methy- 
lene blue. None of them had stippling in excess of 
the limit suggested by Lane (1931). The haemoglobin 
was 70-80 per cent. in 3 of them, the rest being 
80 per cent. or over. None showed any significant 
degree of reticulocytosis. 





BLOOD-LEAD VALUES IN CLINICAL PLUMBISM 


Typical plumbism has been recorded with blood- 
lead levels of 148-387 wg. Pb per 100 ¢.cm. (Chal- 


TABLE II—DISTRIBUTION OF BLOOD-LEAD VALUES IN 
TWO SERIES OF PEOPLE WITH NO KNOWN INDUSTRIAL 
CONTACT WITH LEAD 


Manchester series Glasgow series 
Lead content of Lead content of 
blood Cases blood Cases 
(ue. per 100 c.cm.) (ug. per 100 c.cm.) 
36-39 1 30-39 6 % 
40-49 6 40-49 17 
50-59 2 50-59 9 
60-69 4 60-69 10 
70-79 3 70—80 8 
80-89 4 
36-89 20 , 30-80 50 + 
Mean 62 wg. Pb per 100 c.cm. | Mean 54 wg. Pb per 100 c.cm. 





Mean 57 wg. Pb per 100 c.cm. 
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mers and Tompsett 1938, Tompsett and Chalmers 
1939), and Tompsett and Anderson (1935) reported a 
a case with 380 ug. of lead per 100 c.cm. of blood. 
Kehoe, Thamann, and Cholak (1933c) found patients 
with lead poisoning to have 90-360 ug. Pb per 100 
c.cm. of blood. Wexler and Sobel (1935) associate 100 
ug.—l mg. per 100 c.cm. of blood with clinical plumb- 
ism, and Blumberg and Scott (1935) regard 200 ug.— 
1 mg. Pb per 100 ¢.cm. as “ pathological blood-lead 
values.”” On the other hand, Litzner and Weyrauch 
(1933) found unmistakable symptoms in persons with 
60-100 wg. Pb per 100 ¢.cm., and Taeger and 
Schmitt (1937), although most of their cases showed 
much higher levels, say that figures lower than 100 ug. 
Pb per 100 c.cm. may occasionally be found in 
clinical plumbism. 

Several workers have suggested so-called critical 
limiting values of blood-lead at which symptoms of 
lead poisoning appear or may appear. Litzner and 
Weyrauch (1933) regarded 60 ug. Pb per 100 ¢.cm. 
as the limiting figure, whereas Teisinger (1936), 
Taeger and Schmitt (1937), and Tompsett and 
Anderson (1939) have tentatively suggested 100 yg. 
per 100 c.cm. as the level above which symptoms may 
be expected. Blumberg and Scott (1935) consider 
100-200 ug. Pb per 100 c.cm. as the “‘ critical range.” 


DISCUSSION 

The results of the present investigation show that 
the normal lead content of blood varies from 30 to 
nearly 90 wg. Pb per 100 ¢.cm. It is possible that 
geographical distribution, variations in diet, and 
intrinsic metabolic differences may play a part in 
causing this variation. There was no great difference 
in the blood-lead levels in hospital patients and in 
healthy people, although the latter (who lived in a 
different district) were slightly higher. Age seemed 
to bear little relationship to the blood-lead values ; 
tests with a larger series (at present being carried out) 
will furnish further information on this point. 


The mean figure of 57ug. Pb per 100 c.cm. of blood 
for the mean normal blood-lead is in close agreement 
with the findings (see table 1) of Kehoe, Thamann, 
and Cholak (1933c), Tompsett and Anderson (1935), 
and Teisinger (1936). The higher figures of the range 
also approximate to the ‘“ upper limits of normal ”’ 
found by Blumberg and Scott (1935), Taeger and 
Schmitt (1937), and Willoughby and Wilkins (1938). 
The results of Litzner and Weyrauch (1933), who 


employed an electrolytic method, are much lower 


than the present findings. 


The 44 lead workers, who presented no symptoms 
of lead poisoning, had blood-lead values ranging from 
60 ug. (within my ‘normal limits ”’) to 192 ug. per 
100 c.cm. (table 111). Of these workers 23 had blood- 
lead values over 100 yg. per 100 c.cm. (the critical 
limiting value according to some authorities) but could 
not be regarded as cases oflead poisoning. It seems 
that, just as in normal people, lead workers have a 
wide range of blood-lead values, and there is no 
definite threshold at which symptoms appear. Indivi- 
dual tolerance to lead would seem to vary much, and 
it has already been shown that the calcium content 
of the diet also affects the blood-lead level (Tompsett 
and Chalmers 1939). 


CONCLUSIONS 


Raised concentrations of lead in the blood indicate, 
in the same way as do stippled cells in blood films, 
an increased absorption of lead but by no means 
constitute definite evidence of plumbism. They 
provide a useful estimate of the degree of exposure to 





TABLE III—-FINDINGS IN LEAD WORKERS 



































S| Sex | - | 
3 | and Occupation : BS 
| age f | 
1| M | White-lead mixer| 27 y. | 98 | Nil| } 
45 | | | 
2|M |W oe lead worker} 3 y. |100 | Nil | 
26 ‘stacks ”’) | | 
3 mM | | Load casting in y.| 96 Nil 
of | 
4| M |White -lead worker| 7 y.| 93 | Nil 
|} 43 | (‘stacks’) | 
51 MI me | 8m.| 90 |+— 
| 24 | | | S.M. 
6) M | a | 5y.| 80}/++4 
27 | | | 8.L. 
7| M |White-lead worker| 40 y.| 98 | Nil 
| 65 | (general labourer) | 
s|M |White- -lead worker| ly.| 90 | 
44 (** stacks ’’) } | 
9|M | < | 5y.| 80 |4 
27 
10} M | 9 ly.| 89 Rake 
31 } | 
il M White- ‘lead mixer! 3ly.| 95 | + 
v0 | 8s 
12 | M | General duties in| 29 y.| 75 += 
51 white-lead works| 8.M.| 
13| M a 28 y.| 90 | Nil 
| 59 | 
14| M |White-lead works| 27 y. |100 | Nil 
45 a. Genera! | 
duti } 
15 |. M |Red- lead furnace- 4 y. 100 | Nil 
26 man } 
16 4 White-lead mixer on 90 | Nil 
17| M |W hite; lead worker} 1 y. |100 | + - 
| 30 * stacks ”’) | | S.M. 
18 M Lead -paint works; 14 y. /100 | Nil} 
53 | labourer | 
19 4 | Lead smelter 12 y. 95 | Nil 
37 | 
20 M lw nite. lead worker 20 y.| 95 | Nil 
50 * stacks 
21; M |W hite- lead worker) 10 d. | 96 | Nil 
29 
22; M a 18 y. 98 | Nil 
| 44 | 
23 | M |White-lead worker) 14 y. | 94 | Nil | 
32 (general) | 
24 | M - 3y. nee Nil 
9 
25| M | Putty maker 20 y. |100 \ 
49 | wee 
26) M | Accumulator | 14 y-| 86 | Nil 
44 | paster | | | 
27| M | be | 13 y.| 90 ‘+ 
37 | s. 
23 | M s | isy.| 79 | Ni 
45 | } } 
29 | M - | 13 y.| 90 | Ni 
36 | 
30| M | Accumulator] 10 y.} 91 | Nil 
42 works. Red- | | | 
lead filling } } 
31); M ” | 25 y.| 96 | + 
51 | s. 
32 | M | Lead melter 20 y. | 85 | + 
32 | S.M. 
33| M si | Sy.| 88 p= 
31 | S.M. 
34| M | Scrap-lead weet 6 y.| 94 | Nil 
36 | 
35| M | 44 y.| 87 | Nil 
| 61 | | 
36| M - | 3y.] 88} 4 
32 | | as 
37| M | Brass and lead | 24 y.| 75 | 4 
50 worker | ais 
38| M | Manufacture of | 3y./ 95 | Nil 
30 lead alloy | | 
39| M . | 4y.| 92 | + 
29 | S.M. 
40| M P 5 y 92 | Nil 
32 
41| M 1m.| 95 | Nil 
26 | | 
42| M * S5y.| 92] + 
50 | | S.M. 
43| M os 4y.| 96) + 
38 | | 8: 
44/ M |W hite-lead worker) 3 w.| 90 | Nil 
| 25 | (* stac ks *’) 
| 
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119 
64 
92 

121 


166 
149 
96 
60 


192 


118 


99 
116 
123 


d. =days; w. = weeks; y. = years. + —, very infrequently. 
+, occasionally seen. +, more frequent. 

* s, M, and L refer to the sizes—smail, medium, and large— 

of granules of the stippled cells. 
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lead. ‘There is no close correlation between the dura- 
tion of exposure to lead and the blood-lead value. 

The diagnosis of lead poisoning is essentially clinical, 
although biochemical and hematological tests furnish 
valuable additional information. ‘These investiga- 
tions are also of value in the diagnosis of the doubtful 
case or as negative evidence but should always be 
taken into consideration together with the history and 
clinical findings. They have their greatest value in 
assessing the degree of exposure to lead in industry, 
so that working conditions may be such as to reduce 
the lead risk to a minimum, 


SUMMARY 

(1) The content of lead in blood has been studied in 
70 people with no known industrial exposure to lead ; 
20 of these were normal healthy persons in the Man- 
chester district, and 50 were hospital patients in the 
Glasgow area. The range of blood-lead values in this 
series was 30-89 wg. per 100 ¢.cm., with a mean of 
57 wg. per 100 ¢.cm. 

(2) In 44 lead workers, who had no symptoms of 
lead poisoning, and who were similarly tested, the 
blood-lead values were 60-192 yg. per 100 ¢.cm., with 
a mean of 104 vg. per 100 c.cm. 

(3) There was shown some slight degree of stippling 
of the erythrocytes in the blood films stained by alka- 
line methylene blue in 34 of these lead workers. 

(4) The blood-lead values of normal people, healthy 
lead workers, and patients with lead poisoning are 
contrasted and discussed. 

5) The value of biochemical and hematological 
investigations in the prevention and diagnosis of 
plumbism is discussed. 


[ wish to thank Dr. John Gracie, who gave me every 
opportunity to study his wards at the 
Western Infirmary, Glasgow ; Dr. J. F. Wilkinson for 
facilities for the carrying out of work in Manchester ; 
Dr. S. L. Tompsett for valuable teaching and advice ; 
and Dr. R. E. Lane, Dr. E. M. E. Cumming, the 
managers of factories, and the lead workers for their 
willing codéperation. 

Part of this work was carried out during the tenure 
of a McCunn medical research scholarship. 
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ASSISTANT MEDICAL 


In the early days of convulsion therapy Meduna 
(1935) stated that there were no serious complications, 
and Kennedy (1937), reviewing the results of treatment 
of 1000 patients, does not mention fractures. Cook 
(1935) remarked that fractures of long bones had been 
reported, but no details were given, and Meduna and 
Friedman (1939) in their collective series of 3000 
patients treated with Cardiazol note 31 ‘* mechanical 
complications’? but give no details. Recently, 
although much has been written about fractures of the 
vertebral bodies in treatment with cardiazol, little 


TYPES OF INJURY OF THE HIP SUSTAINED IN CONVULSION 
THERAPY 
Author Sex |Age | ‘ 7 Surgical diagnosis 
M 25 16 Intracapsular fracture of 
neck of femur 
M | 24 17 os 
Carp (1939) } M 34 1 o 
ii F 30 3 
l| M 36 5 Extracapsular fracture of 
neck of femur 
M 22 Nonote Intracapsular fracture of 
Hansa and neck of femur 
Bennett 4 . 9 ‘o : —_ F 
(1939) k 1 Central dislocation of hip 
\| M | 53 j - 


attention has been paid to injuries in and round the 
hip-joint. We have found 30 reported cases of 
fracture of the neck of the femur, in 7 of which the 
fractures were bilateral, showing that the hip is a 
vulnerable site in convulsion therapy. The various 
types of injury of the hip in 8 reported cases in which 
they are given in detail are shown in the accompany- 
ing table. 
ETIOLOGY 

Few authors give details, so there is no information 
regarding the possible «etiology of the reported frac- 
tures. Nightingale (1938) said that surgical opinion 
pronounced his case to be one of Paget’s disease. 
Paget’s disease is responsible for less than 1 per cent. 
of all fraetures of the neck of the femur, so that 
the combination of schizophrenia, Paget’s disease, 
and fracture of the neck of the femur must be very 
uncommon. In seeking the cause of these fractures 
we must consider the strength of the bone and the force 
of the muscular contractions in the fits. 

Strength of the bone.—Here the evidence is indirect, 
for we have not found any report of changes in the 
bones in schizophrenia ; nor does the examination of 
radiograms of schizophrenic patients show such 
changes. In reviewing many hundreds of our non- 
schizophrenic patients who have suffered injury of 
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, 
the hip we find that in order of frequency the injuries 
are as follows :— 


Extracapsular fractures of neck of femur ) 
frequent 


2. Intracapsular 


. Fractures of the greater trochanter 


uncommon 


4. Avulsion of the lesser trochanter 
5. Traumatic displacement of upper epiphysis 
of femur $< oe “e os rare 
6. Dislocation and fracture dislocation of hip very rare 


Of greater interest is the age-distribution of these 
injuries. Extracapsular and intracapsular fractures 
of the neck of the femur happen most commonly in the 
aged and feeble, whereas the other injuries are found 
almost exclusively in robust and young people. 
Further, almost all of the ‘“‘ young ’”’ people who sus- 
tained fractures of the neck of the femur had done so 
in a limb previously partly paralysed by poliomyelitis. 
This strongly suggests that fractures of the neck 
of the femur happen almost exclusively in bone that 
has atrophied from disuse or age. The average age 
of our 4 schizophrenic patients who sustained such 
fractures was 41, an age designated as ‘‘ young ”’ for 
this type of fracture ; but all of them had previously 
had prolonged institutional treatment for their 
mental disease—19, 21, 3, and 3} years. At opera- 
tion the drilling and nailing of the neck of the femur 
in these patients gave the operator a sensation like 
that produced by the softened bone of the aged and 
altogether different from that in the healthy young 
adult. We conclude from this experience that the 
neck of the femur in patients who have been confined 
for long periods in institutions becomes atrophic from 
disuse and consequently liable to fracture if undue 
strain is placed on it. 

Force of muscular contractions.—We believe that 
the intensity of the muscular contractions during 
these convulsions is the most important factor in the 
causation of the fractures, a belief that is substanti- 
ated by comparing epileptic fits with those induced by 
sardiazol. Personal observations made by one of us 
(D. B.) on many cardiazol-induced and epileptic 
fits has shown that, although they cannot be distin- 
guished in pattern, they differ greatly in the intensity 
of the muscular contractions, and we agree with Carp 
(1939) that cardiazol produces ‘the most intense 
form of muscular contractions to which the human 
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Fic. 1—Fracture of the neck of the femur in relation to the 
muscle round the hip-joint. 
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Fia. 2 


Radiogram showing typical displacement of frag- 
ments of bone in fracture of the neck of the femur 
due to convulsion therapy (case 1 


frame is ever subjected.”” As a result major fractures 
are not uncommon with cardiazol-induced convulsions 
but are comparatively rare in epileptic fits, though 
recent work shows that they do occur in epilepties. 
In seeking a physiological explanation of the differ- 
ence of intensity of the muscular contractions in these 
two types of fit we were impressed by the following 
case under our joint care : 


A man, aged 38, had had epileptic fits of typical 
pattern and intensity four times a week for many 
years. He had been treated for epilepsy in an in- 
stitution for twelve years. The fits were stopped for six 
weeks by the administration of 1 capsule of Epanutin 
four times a day; then, owing to a prolonged 
period of confusion, the dosage was reduced. The 
next epileptic fits were as intense as those induced by 
cardiazol, and in the third of these he sustained an 
extracapsular fracture of the femoral neck. This 
fracture was reduced and immobilised by the Smith- 
Petersen nail, and in spite of many subsequent fits 
the reduction was maintained and the fracture is now 
healed by bony union. 


In this patient the period of freedom from fits pro- 
bably allowed an accumulation of “ central excitor 
substance,’ with the result that in the next fits more 
nerve-cells were stimulated than in the fits before 
treatment with epanutin. The “ all or none ” law of 
muscular contraction makes this. the probable physio- 
logical explanation. Similarly, in cardiazol-induced 
convulsions the cerebral cells are subjected to a sudden 
intense shock which ultimately produces a major 
response of muscular contraction. In considering 
the possible results of an intense contraction of the 
muscles round the hip-joint we are reminded of the 
commonest injuries in this region—fractures of the 
neck of the femur. It is perhaps remarkable that the 
hip is not dislocated, but this injury is rare. The 
muscular attachments and structure of the hip-joint 
are also of interest—a deep acetabulum into which 
the head of the femur fits snugly, a femoral neck 
devoid of muscle attachments, and laterally the tro- 
chanteric region to which many strong muscles are 
attached. It is not surprising that, when the bone is 
atrophied, strong muscular contraction in this region 
should fracture the neck of the femur (fig. 1), 


CASE-RECORDS 


The 4 fractures of the neck of the femur here re- 
ported are from a group of 96 patients subjected to 
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eardiazol or to Triazol convulsions. All 4 were 
intracapsular, and in 2 of the patients the fractures 
were bilateral. Other injuries in this group were 
two crush fractures of the vertebral bodies and several 
dislocations of the temporomaxillary joint. Fig. 2 
shows the deformity typical of all the cases in this 
group and similar to the deformity seen in non- 
schizophrenic patients with this fracture. 


CASE 1—A man, aged 40, had been in hospital 
nineteen years with paranoid schizophrenia, and had 
become considerably demented, silent, and morose, 
but at times impulsive, aggressive, and generally 
troublesome. He was employable and physically in 
good healt h. 

Cardiazol treatment was undertaken to improve his 
behaviour ; a cure was not expected. On the sixth 
convulsion the patient reacted in the usual manner 
until at the height of the muscular contraction there 
was an audible snap. On recovery he complained of 
pain in the right hip, there were signs of fracture, and 
radiography showed that it was intracapsular (fig. 2). 
He was transferred for surgical treatment the same day. 

The limb was fixed to a Thomas splint with Kirch- 
ner wire through the tibial tubercle, and a balanced 
traction of 15 lb. was applied to the splint. Six days 
later the reduction of the fracture was confirmed by 
radiography, and on the same day the fragments 
were immobilised with a Smith-Petersen nail inserted 
under radiological control. He was returned to the 
mental hospital three days later owing to war-time 
evacuation. 

Three months after operation the reduction is 
maintained, the nail is in good position, and the 
patient is walking well, without any pain. 

CASE 2—A man, aged 40, had been in hospital 
twenty-one years with chronic hebephrenic schizo- 
phrenia. Before receiving cardiazol treatment he 
had delusions and hallucinations and was at times 
noisy and impulsive. Cardiazol treatment was 
undertaken to improve the condition. He reacted to his 
first four injections in the usual way. After his fifth 
convulsion he complained of pain in both hips and had 
signs of bilateral femoral-neck fractures. He was 
transferred for surgical treatment three days later. 

Combined fixed and balanced skeletal traction was 
applied, with a weight of 15 lb., to each leg. Reduc- 
tion was obtained on the left side, but at the end of a 
week reduction was still unsatisfactory on the right 
side. The right hip was manipulated under spinal 
anesthesia, and a radiogram showed what appeared 
to be an excellent reduction on both sides. Both 
sides were then nailed under radiological control, 
both nails being well placed in the central axis 
of the neck. Radiography at the end of a week 
showed that the right side had not been nailed in the 
exact anatomical alignment which is essential with a 
small head fragment. Activity in bed was allowed, 
and radiography at the end of the fourth week showed 
that the displacement of the fragments had increased. 
\ second operation was then performed: the nail was 
removed, and the fragments were manipulated into 
exact alignment and immobilised by reinserting the 
nail at alower level, enlarging the old tract of the nail, 
and inserting along that line a bone graft obtained 
from the fibula. 

After five months the patient walks well and with- 
out pain ; he has a full range of movement of the left 
hip and 80 per cent. of the normal range on the right 
side. The reduction of the fractures is maintained, 
and the nails and graft are in excellent position. 

CASE 3.—A man, aged 41, had been in hospital 
three years with an atypical psychotic state, with 
mixed confusional and schizoid symptoms. At the 
start of his treatment he was dull, bewildered, and 
scarcely accessible. His left knee was ankylosed, 
owing to an old war wound. He improved from the 
start of his treatment and became accessible, more 
active, and contented. At first he appeared to have 
amnesia for events in his life subsequent to boyhood, 
but later this cleared up. 





He was treated with triazol. After the seventh 
injection he complained of pain in the left groin. 
Owing to the intensity of the convulsions the pain was 
considered to be of muscular origin, and treatment was 
continued until the twentieth fit. By this time the 
mental condition had shown no material improve- 
ment, so*treatment was abandoned. ‘The patient’s 
pain became worse, and radiography two months 
after his original complaint of pain revealed an intra- 
capsular fracture of the neck of the femur. After 
another five weeks he was transferred for surgical 
treatment. 

Combined fixed and balanced skeletal traction was 
applied through a Thomas splint with a weight of 20 
lb., and after two and a half weeks accurate reduction 
was obtained. Under local anesthesia and gas the 
fragments were immobilised with a Smith-Petersen 
nail under radiological control. Walking and normal 
activity were begun three weeks after operation. 


Early weight bearing has been our routine after- 
treatment for this operation for several years, and we 
are satisfied that it causes neither arthritis nor dis- 
placement in a well-reduced and well-nailed fracture. 

Eighteen months after operation the patient walks 
as well as he did before the fracture. He has a full 
range of hip movements. The nail is still in the 
femoral neck and has not changed position. 

The possibility of a fracture of the neck of the 
femur during convulsion therapy was not known when 
this patient was treated, and the importance of his 
symptoms was not realised. Despite three months’ 
delay, treatment was eminently satisfactory. 


CAsE 4.—A man, aged 35, had been in hospital 
three and a half years but had had a previous attack 
four years earlier. He was mentally defective, with a 
superadded psychosis originally described as depres- 
sional. On admission he was miserable and plaintive 
and had hallucinations and periods of great agitation. 
His progress was bad, and he became increasingly 
stuporose ; when not agitated he refused food and 
consequently lost 2 stone in weight. After a year 
he improved physically but showed no mental change. 
A similar cycle occurred the next year, and again he 
regained his lost weight. No clear evidence of disease 
was found at any time, and his physical state was 
regarded as satisfactory at the time of starting 
treatment. 

After receiving an intravenous injection of triazol 
(1 c.cm.) the patient had a good fit but on waking up 
complained of pain in both groins. He was kept in bed, 
but owing to persistence of pain was radiographed 
four weeks later, when intracapsular fractures of both 
femoral necks were found. He was transferred for 
surgical treatment three months later. 

Skeletal traction for three weeks did not reduce 
either fracture. After he had been manipulated 
under spinal anzwsthesia, radiography showed that 
both sides were still unreduced. Bilateral subtro- 
chanteric osteotomy was then performed and the 
position held by plaster spica. The patient’s con- 
dition after operation was poor, and he died ten hours 
later. At necropsy, performed by Sir Bernard Spils- 
bury, the only abnormality found was a smallness of 
all the organs, especially of the heart. There was no 
evidence of any morbid change in the bone. 


This was the first case we treated in this series. 
The long delay before surgical treatment was at- 
tempted made it necessary to perform a major opera- 
tion on a poor operative risk. Had the condition 
been appreciated earlier, the case would almost 
certainly have been amenable to treatment by 
radiologically controlled nailing, a relatively minor 
surgical procedure. 


CONCLUSIONS 


(1) Convulsion therapy should not be used in 
elderly patients or in those who have had prolonged 
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periods of inactivity, because the bones of such people 
have atrophied from disuse and readily fracture. 

(2) The minimal number of injections should be 
given that will ensure the patient an adequate chance 
to benefit from this form of treatment. The drug 
should not be used indefinitely unless it is clearly 
doing good. 

(3) After convulsion therapy the skeletal system 
should be examined as a routine; if any suspicious 
signs are found, the area should be examined radio- 
logically. Fractures at the hip may pass unrecog- 
nised in a recumbent patient unless such routine 
examinations are made. 

(4) Once the fracture has been diagnosed, the usual 
treatment for such fractures should be given. All our 
series have been treated in: the fracture wards of a 
general hospital and have given no real trouble. The 
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RADIOLOGICAL DIAGNOSIS 
OF TUMOURS OF THE PANCREAS 


By J. KiersereG, M.D. Bonn 
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In 1934 Engel and Lysholm! described a method of 
radiological diagnosis of tumour of the pancreas. 
After the patient had been given an effervescent 
powder, the tumour was seen as a dense shadow 
through the gas-filled stomach. This method, how- 
ever, has three disadvantages: it is impossible to 
vary the form and size of the gas-filled stomach ; it 
is impossible to prevent the escape of gas through the 
esophagus or through the duodenum, especially when 
there is rapid emptying ; and the only position to get 
good results is with the patient lying down. We 
have adapted this idea, using a thin-walled rubber 
balloon instead of having the gas free and uncontrolled 
in the stomach, 

TECHNIQUE 

A typical small stomach-tube (Ryle or Einhorn) has 
its tip closed with a solid heavy metal button. Two 
holes are made in the tube 5 and 10cm. from the end, 
and a thin-walled rubber balloon—e.g., a condom— 
is drawn over the tube and sealed by simple 
ligature in such a way that it can be filled with air 
and emptied through these holes. The patient 
swallows the moistened tube without difficulty to a 
length of 55-65 cm., and the position of the button 
is observed by radioscopy; it should lie near the 
pylorus. Then the balloon is slowly filled with air 
with a 50 ¢.cm. syringe until 400-600 c.cm. has been 
pumped in, an amount which is tolerated without any 
discomfort (700-800 c.cm. may be necessary in a large 
stomach). In more than thirty examinations by this 
method we have had no accident either during the 
examination or during the removal of the tube. The 
usual contra-indications apply as for the passage of a 
simple stomach-tube. By radioscopy we control the 
optimal amount of gas and the direction of the X rays. 
Radiograms are taken while the tube is closed with a 
clamp. As soon as they have been taken, we release 
the air by aspiration with the syringe. When the 
greater part of the air has been removed, the tube may 
be taken out without the slightest difficulty. 


RESULTS 
By this method we see, in a normal patient, especi- 
ally in the lateral position, a small, straight, and 


1. Engel, A. and Lysholm, E. Acta radiol. 1934, 15, 635. 
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case-records show that good results can be achieved 
if the patients are treated early. Delay increases the 
difficulties of treatment ; case 4 emphasises this point. 

(5) After adequate nailing there is no reason to 
withhold further convulsion therapy if there is good 
reason to continue the treatment. This is proved by 
the case-record of the epileptic patient who, after the 
nailing of his fracture, had many fits without interfer- 
ing with normal healing. 
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NOTES 


slightly dense shadow between the vertebral column 
and the air-filled stomach ; this shadow is formed by 
the pancreas and the large vessels. But, when there 
is a tumour of the pancreas, a large dense round 
shadow can be seen, in the anteroposterior position, 
within the air-filled area, or, in the lateral position, as a 
very prominent shadow between the vertebral column 
and the air-filled stomach (see figure). Diagnoses 
made by this method have been verified both by 
operation and by necropsy. If the shadow was 
caused by an aneurysm of the descending aorta, its 
pulsation would suggest the correct diagnosis. 

A man, aged about 60, with a small but definite 
carcinoma of the cardiac end of the stomach was the 
only patient to complain of pressure and pain in the 
gastric region and the epigastrium by the time the 
balloon contained only 400 c.em. Another patient 
with typical symptoms of a similar carcinoma was 
examined first with barium and X rays without 
anything abnormal being found ; but, when tested 
the next day by the balloon method, he complained 
of pains in the gastric region. Two months later, 





Lateral radiogram showing tumour of pancreas projecting 


from spine towards air-filled stomach: A, vertebral 
column; B, gas in stomach; C, Ryle tube; D, gas 
in colon; P, pancreatic mass. 
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after repeated barium meals, radiography showed a 
detinite carcinoma Possibly such “stretching 
pains ’? may constitute a very early sign of cancer of 


the stomach. 
ATROPINE INJECTIONS 
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Tne treatment of optic atrophy by retrobulbar 
injections of atropine gives satisfactory results in a 
fair proportion of cases. The following account of a 
case so treated may be of interest, for, if the war is 
prolonged, predisposing factors, such as debility and 
avitaminosis (D. F. Moone, 1937), may be expected. 


CASE-RECORD 

In December, 1936, the patient, a bricklayer, aged 
20, with a normal personal and family history, com- 
plained of aching all over while at work. He went to 
bed, but on returning to work next day he had great 
difficulty in keeping awake. Examination revealed 
slight bilateral ankle-clonus only. The fundi were 
normal. Encephalitis lethargica was suspected. He 
was off work for a month. During 1937 he suffered 
from frequent colds and occasional sore-throat. 
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Fic. 1—Secotoma charts, March 28, 1939, before treatment 


by retrobulbar injections of atropine. (a) Right eye: 


shaded area, scotoma 10/2000 white; vision 14/60. 
(b) Left eye: shaded area, scotoma 20/2000 white ; 
vision H.M. 0-5 m. Both eyes: continuous line, 


isopter 5/330 white. 


In August, 1938, while laying white glazed tiles, he 
noticed that his vision was deteriorating. Both disks 
were congested, the right more than the left. The 
was referred to Dr. Keith Tucker, who con- 
sidered the ophthalmic condition resembled bilateral 
retrobulbar neuritis rather than papilleedema. The 
vision was right eye (R.E.) 3/60, left eye (L.E.) 1/60. 
There was no improvement in vision in three weeks. 

On Sept. 21, 1938, he was admitted to the National 
Hospital for Nervous Diseases, Queen Square, under 
the of Dr. J. St. C. Elkington, and was fully 
investigated. No sepsis or other cause of his com- 
plaint was discovered. He was diagnosed as a case 
of either neuromyelitis optica or bilateral retrobulbar 
neuritis of unknown origin. If it was neuromyelitis, 
further visual deterioration and systemic disturbance 
was expected ; but, if it was retrobulbar neuritis, a 
more hopeful prognosis as regards vision was given. 
He was treated with vitamin A and was discharged 
on Dec. 7, 1938, to enter an institution for the blind 
to learn a trade. He was certified as blind. 

The patient came to see me on March 18, 1939, when 
the vision was R.E. 14/60, L.E., hand movements at 
0-5m. The disks showed about an equal amount of 
severe secondary atrophy. The peripheral fields for 


case 


care 


5/330 white showed some general constriction, more 
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so in the left eye, and there were large central scoto- 
mata for 10/2000 white. R.E. and 20/2000 white L.E. 
(fig. 1). He was given four retrobulbar injections of 
0-3, 0-5, 0-8 and 1-0 c.cm. of a 0-1 per cent. solution 
of atropine (eight injections in all) into each orbit, 
on alternate days, after the method of Kozmin 
(1936). 

There was no reaction or immediate improvement 
and he was not seen again until August 15, 1939, when 
he informed me that his sight had improved slowly 
after the injections. He had noticed that he could 
read advertisements on hoardings at first, and that 
by June he could read a newspaper. There was no 
obvious change in his fundi, but his vision was now 
R.E. 6/12 and J3, L.E. 1/60 and no reading. The 
peripheral fields for 5/330 white were almost normal 
and the central scotomata considerably reduced 
(fig. 2 This improvement has been maintained. 


=). 


COMMENT 

In this case the paucity of definitive clinical signs 
tended to obscure the diagnosis, but the considerable 
improvement in vision, either as a result of treatment 
or as part of the normal course of the disease (which 
must be taken into account in assessing the value of 
this treatment), suggested that retrobulbar neuritis 
was the correct diagnosis. There was no note about 
whether lead poisoning had been considered, but lead 
intoxication to such an extent without general 
symptoms must be unusual. The family history did 
not suggest Leber’s disease. 





270 


(a) 


Fie. 2—Scotoma charts in same case as fig. 1, August 15, 
1939, after retrobulbar injections of atropine. (a) Right 
eye: vision 6/12. (b) Left eye: shaded area, scotoma 
20/2000 white; vision 1/60. Both eyes: outer con- 
tinuous line, isopter 5/330; inner continuous line, 
isopter 3/2000. 


J. I. Moore (1937) found the etiology of 150 cases 
of optic atrophy to be as follows :— 


Per cent. Per cent. 


Intracranial tumours 15-3 Focal infection 1-3 
Pseudo-tumours 3°3 Toxic amblyopia 6-6 
Syphilis ae 19-3 Leber’s disease e BS 
Arteriosclerosis , 59 Intracranial aneurysm 0-66 
Posterior sinus disease 4-0 Miscellaneous 10-0 
Multiple sclerosis 18-0 Unknown etiology 14-6 


9 


McKee and McNaughton (1938) report 2 cases of 
neuromyelitis optica with severe visual and systemic 
disturbance. There was loss of upward movement of 
the eyes and nystagmus, and 1 patient had the left 
corneal reflex diminished. Sometimes the spinal 
symptoms come on as late as four months after the 
visual defect (Rosenbaum 1937). Fralich and de 
Jong (1938) record a fatal case in a man aged 31. 
The necropsy showed acute degeneration of nervous 
tissue in the spinal cord. Fejér (1936) says that 
tabetic atrophy is not improved to any extent by 
retrobulbar injections of atropine, but that retro- 
bulbar neuritis is much benefited. Cordes (1937) had 
a successful result in arteriosclerotic atrophy. Kozmin 
(1936) treated 35 cases, aged 10—60, of varying etiology. 
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His conclusions are as follows :— 
(1) 73:5 per cent. 
injections of atropine. 

(2) Injection in one orbit improved vision in the 
opposite eye in 58-3 per cent. 

(3) Visual fields were enlarged in 41 per cent. 

(4) Injection does not enlarge the pupil. 

(5) There were very slight signs of 
poisoning in some cases. 

(6) Usually improvement of vision was noticed 
half an hour after injection. Courses of about ten 
injections were given. 

I am indebted to Dr. A. S. Wallis for notes about 
this case, and I have quoted reports from the various 
doctors concerned in the investigations. 


were improved by retrobulbar 


atropine 
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DETOXICATION OF SULPHAPYRIDINE 
Br G. %. M.Se. Lond., F.1.C.* 


(From the Bernhard Baron Research Laboratories, Queen 
Charlotte’s Maternity Hospital, London) 


JAMES, 


In an earlier paper (James 1940) the premise was 
made that sulphapyridine might be detoxicated by 
conversion to a methyl derivative as in the detoxica- 
tion of quinoline and some other substances. The 
collection and concentration in vacuo of the urine 
of several patients who had only received sulpha- 
pyridine has now made possible a fractionation of the 
compounds present and an examination for methylated 
derivatives as well as for evidence of schism of the 
molecule into sulphanilamide. The method of isola- 
tion of sulphapyridine and its acetyl derivative utilised 
by Baines and Wien (1939) was applied and adapted, 
the final method being as follows. 

The concentrated urine was saturated with sodium 
chloride and extracted at pH 5-0, 7-0, and 9-0 with 
ether in a continuous extractor, and the ethereal 
solutions evaporated. The residues were washed with 
light petrol ether (boiling-point 40-60° C.), dissolved 
in acetone, shaken for two hours with activated char- 
coal, and filtered. The acetone solutions were 
evaporated to a syrup, which was then dissolved in 
water with the aid of sodium: carbonate. The 
alkaline solution was then warmed with activated 
charcoal and allowed to stand in contact with it for 
two hours, filtered, and made acid to congo red with 
hydrochloric acid. A solid separated out and was 
filtered off—the filtrate (A) being reserved—washed 
with dilute hydrochloric acid and water, and finally 
recrystallised from a 50 per cent. watery solution of 
acetone, the resultant white solid having a melting- 
point of 224° C. A further recrystallisation from a 
50 per cent. watery solution of acetone was performed 
and the melting-point again measured, but no change 
was observed. This melting-point (224° C.) is that of 
pure acetyl sulphapyridine. The identity of the two 
compounds was confirmed by the facts that (1) no 
alteration in the melting-points was observed when 
the substance was mixed with pure compound, and (2) 
hydrolysis of this substance by alkali produced 84-9 
per cent. of sulphapyridine—theoretically it should 
be 85-5 per cent. 


* Working under a full- time grant from the Medical Research 
Council. 
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The hydrochloric-acid filtrate 
with sodium bicarbonate, whereupon a precipitate 
instantly appeared. This was recrystallised from a 
50 per cent. watery solution of acetone and at first 
melted at 187° C., but a second recrystallisation gave 
a melting-point of 191° C., agreeing with that of pure 
sulphapyridine (191° C.). When the substance was 
mixed with the pure compound the melting-point re- 
mained unaltered, and by diazotisation the compound 
corresponded to 100 per cent. of sulpha-pyridine. 

The extract from each pH adjustment of the con- 
centrated urine was treated similarly, and in each 
case the same two compounds were obtained, varying 
in relative proportion to each other according to the 
pH of extraction. 

Since only sulphapyridine and acetyl sulphapyridine 
were isolated from the urines of patients treated with 
sulphapyridine, it was concluded that this drug was 
not detoxicated by methylation, and that it was not 
decomposed into sulphanilamide and other products 
of schism, 


(A) was neutralised 
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New Inventions 
ARTIFICIAL-PNEUMOTHORAX APPARATUS 
Wrrx artificial-pneumothorax apparatus of the 

ordinary pattern delay may be experienced through 

the spilling of a bottle, sucking back of a siphon, or 
slipping of the clips on the rubber tubing. To obviate 
such inconvenience the apparatus here described was 
designed. The bottles are fitted with removable metal 
runners and suspended on a chain passing over two 
cog-wheels, one of which ean be turned with a erank. 
The bottles are moved to the requisite levels by turning 
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A, metal runners; B, 
handle ; 


LA 
chain; C, cog-wheel; D, crank 
E, oblique-bore three-way glass stop-cock. 


the erank handle, whereupon they remain in position, 
counterbalaneing each other with the aid of the slight 
friction between shafts and bearings. Instead of the 
usual clips there is a standard oblique-bore three-way 
cock, which controls the siphon and connects the 
patient with either the apparatus or the manometer as 
desired. This apparatus works efficiently and was 
constructed to my specification by Messrs. A. L. 
Hawkins and Co. Ltd., 15, New Cavendish Street, W.1. 
Rosert J. D. BRowneE. 
University C>llege Hospital, London. 
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MEDICAL 


ROYAL SOCIETY OF MEDICINE 


SECTIONS OF SURGERY AND MEDICINE 


Ar a joint meeting of these sections held on Feb. 27, 
the chair being taken by Sir Maurice Cassipy, a dis- 
cussion on the 


Surgical Treatment of Angina Pectoris 


was opened by Dr. Grorrrey Bourne. To the treat- 
ment of any individual case or the formation of scien- 
tific conclusions, he said, accurate diagnosis is 
essential, yet in few conditions is accurate diagnosis 
harder to make than in severe cardiac pain. He quoted 
three cases from his experience. In the first case, 
diagnosed at a London hospital as angina pectoris, the 
pain was not quantitatiye to exercise and there was 
no evidence of organic disease on careful investiga- 
tion; the patient had lost the pain after three weeks, 
with some psychological help. In the second ease, 
equally severe pain had been declared functional but 
there had been no improvement. The third patient 
gave a similar story and had had a sympathectomy, 
but his pain was functional in type and after one 
interview with a psychologist it had disappeared. 
No surgical procedure should be adopted until 
after consultation with an experienced physician 
and no patient should be regarded as suitable for 
surgical interference or for statistical record unless 
he suffered from angina of effort—i.e., pain quanti- 
tative to exercise which did not increase when the 
exercise stopped, but soon began to improve. Further, 
there should be no hyperesthesia of the chest wall, 
and the pain should be central rather than left-sided. 
Electroeardiographie investigation should confirm the 
diagnosis. Functional pain, it must be remembered, 
might follow a true organic disorder. Angina of effort 
indicated that the coronary circulation was insufficient 
in one of three ways: (1) a part of it was insufficiently 
elastic during exercise, (2) a rigidity, or (3) a 
stenosis. 

Surgery, he said, had two objects: to relieve pain 
and to help in the revascularisation of the heart. 
There was no danger in the relief of pain; this per- 
mitted moderate exercise, which was beneficial in 
coronary disease because it stimulated reeanalisation 
of the thrombosed artery, development of the collateral 
cireulation and healthy myocardial nutrition and 
hypertrophy. Pain was not a danger signal in this 
disease. Sympathectomy was rather a drastic measure. 
Aleohol injection of the upper four cervical ganglions 
was safe but less certain. He himself had had more 
experience of thyroidectomy than of other measures, 
but he did not regard it as the only or even as the 
most important method. It had proved valuable and 
surgically safe in fifteen of his cases of severe anginal 
pain. The choice of case needed great care. The 
fifteen had been selected for operation from about 
400 eases of angina of effort; seven patients had sur- 
vived one year or more. The operation had been 
supposed to act by decreasing the blood-flow, or by 
injuring the retrothyroid nerve plexuses, or by having 
some effect on the nerve-fibres. After thyroidectomy 
a patient could perform such considerable exercises 
that the first theory seemed untenable. When a patient 
took too much thyroid after his operation he had pain, 
which ceased when he stopped the overdose; this would 
not fit in with the theory of damage to the plexuses. 
Probably, therefore, the effect was due to some altera- 
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tion in the circulation of thyroxine which rendered the 
nerve-supply to the viscera less sensitive. 

Dr. Bourne had not found thyroidectomy successful 
in congestive heart failure. In his fifteen cases of very 
severe pain the results had been bad in two eases, fair 
in two cases and good in the rest. One patient, a 
steeplejack, had been up several factory chimneys in 
a consultative capacity after operation; another had 
cycled 25 miles to the follow-up clinic. One patient, 
73 years old, had completely lost all pain for six 
months—until his son committed suicide, when the 
pain had returned. The indications for thyroidec- 
tomy were: the diagnosis must be certain; the pain 
must be very severe and not becoming less; there 
must be no recent coronary infarction followed by 
angina of effort. The contra-indications were: adi- 
posity, progressive myocardial lesion, advanced 
myocardial degeneration, and the presence of other 
serious disease. Postoperative treatment was confine- 
ment to bed for 3-5 weeks. Thyroid was not adminis- 
tered until mild myxedema appeared, and was 
confined to the minimum dose adequate to prevent 
symptoms of shortage. 

It was questionable whether revascularisation 
occurred in the human being; post-mortem failures 
ought to be published. The focus should be placed on 
the state of the reciprocal myocardium; was it favour- 
able soil? The surgeon wanted muscle-fibres that 
still had life in them, and for that reason severe 
previous coronary infarction was a definite contra- 
indication to revascularisation, and severe, increasing, 
classical angina of effort, preferably with electro- 
cardiographic changes after exercise, should be ideal 
for this measure. The right ventricular wall was so 
thin as to make omentopexy dangerous, and left-sided 
omentopexy would not help the right side. Relief of 
pain as such was the important thing. 


THE SURGEON’S EXPERIENCE 


Prof. J. Paterson Ross said that most of his experi- 
ence had been with Dr. Bourne’s patients. The pain 
of angina of effort was like that of intermittent 
claudication in a limb, and grafting should be the 
ideal treatment. The omentum was most efficient in 
revascularising infarcted organs in the abdomen, but 
the problem in the heart might be different. In per- 
forming total thyroidectomy the surgeon must be very 
careful to preserve the recurrent laryngeal nerve, 
which might bear varying relations to the thyroid 
sheath. Deliberate excision of the cervical sympathetic 
did not give as rapid relief of pain as careful dissec- 
tion of the thyroid, so that the theory which ascribed 
the benefit to damage to the nerve plexuses did not 
seem tenable. He did not think sympathectomy was 
a severe operation if properly carried out. The func- 
tion of the complicated sympathetic nerves passing to 
the heart was not fully understood; some authorities 
regarded them as vaso-dilator to the coronary vessels 
and some as vaso-constrictor. Some workers regarded 
the stellate ganglion as the centre of trouble, and 
reported good results from its excision. 

The English school thought the nerves to be cut 
were not true sympathetic nerves at all but ordinary 
afferent (pain) fibres running to the posterior root 
ganglion by that path because there was no other 
convenient. To cut these fibres down to the fourth 
thoracic was possible and adequate in the majority 
of eases, but the surgeon could not reach the fifth, 
which could, however, be reached by alcohol injection. 
Horner’s syndrome was a test for the accuracy of the 
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upper part of the injection. A serious drawback to 
aleohol was the troublesome neuritis that might 
develop. These patients bore operation well if two 
things were avoided: emotional excitement beforehand 
and venous congestion during anesthesia. Rectal 
paraldehyde preoperatively and analgesia by novo- 
cain infiltration, accompanied by gas-and-oxygen 
anesthesia, successfully achieved these aims. Omen- 
topexy would probably be a more severe test. 

There seemed to be little risk of “ sudden death due 
to removal of the danger signal.” Patients often had 
a warning of over-exertion in the form of a curious 
but not painful sensation in the chest. A further 
argument for thyroidectomy might be the reduced 
strain on the heart produced by lowered output of 
energy by the body. Nerve section did not affect the 
energy demand, but merely prevented the heart from 
feeling pain under it. Thyroidectomised patients 
could lead useful lives and need not have myxedema. 

Mr. A. Dickson Wricutr remarked that sometimes 
angina was cured by an irrelevant operation such as 
relief of intestinal obstruction. Other cases faded 
away without any treatment. He classified anginal 
eases into those in which the heart condition was 
primary and those in which it was secondary to gall- 
bladder disease, hyperpiesis, tachycardia and such 
things. The cases could also be divided into those 
with and those without marked cardiac inadequacy. Not 
many cases were referred to surgeons in this country. 
The patient was always in danger of sudden death, 
which might be brought on by any alarm or apprehen- 
sion—including fear of operation. Gratifying results 
were obtained by removal of the gall-bladder when this 
was at fault, and heart cases stood this operation well. 
In high blood-pressure marked benefit might be 
obtained by splanchnic and lumbar ganglionic resec- 
tion, after careful assessment of the case. Aortic 
aneurysm and paroxysmal tachycardia might produce 
severe anginal pain; the surgeon could treat the former 
by anastomosing the external carotid and external 
jugular in the neck (Babcock’s operation), and the 
latter by removing the upper five thoracic ganglia 
on the left side. 

Operations on the nerves were most clearly indicated 
for cases without signs of heart failure, and the mor- 
tality-rate was not so high nowadays as the figures 
on record, owing to the quiet approach from the front 
introduced by Prof. Paterson Ross. With care, 
patience and diathermy the fifth could be reached, or 
aleohol injected in the fourth might be stroked down 
to the fifth with long dissecting forceps. There was 
little pain or trouble afterwards. The vicious circle 
of pain-anxiety-pain-vasospasm was broken by freeing 
the heart from these nerve impulses. There were 
plenty of sensations besides pain to act as warnings 
of over-exertion. There was no record of heart trouble 
after sympathectomy for Raynaud’s disease. In a 
disease which yielded so dramatically to amyl nitrite 
there must be an important future for operations on 
vasomotor nerves. Total thyroidectomy was best when 
heart failure was obvious. 

The reason for the cessation of pain was hard to 
understand. Revascularisation operations were very 
attractive in theory, but had many practical objections. 
Organs would not accept a strange blood-supply when 
their own was intact, and the heart in these cases was 
only intermittently short of blood. The operation must 
carry a very considerable mortality. It was only indi- 
eated in those malignant familial cases where death 
occurred in the forties. When anginal pain accom- 


panied coronary thrombosis the ganglion might be 
injected to tranquillise and lessen the morphia require- 
ments. 


The eonstant intravenous heparin drip method 
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would stop extensions of the clot and prevent mural 
thrombi. 

Mr. J. E. H. Roserts reported on five cases he 
had operated on for Dr. Bourne. He followed 
O’Shaughnessy’s technique exactly. One patient had 
had severe and painful prolapsed hemorrhoids and 
their cure had caused complete cessation of angina for 
several months. It had then recurred and been finally 
cured by omentopexy, but the patient had developed 
a diaphragmatic hernia, which had required operation, 
and this had proved fatal through pneumonia and 
suppuration in the chest. Autopsy had revealed no 
real vascularisation of the heart; the right coronary 
artery was atheromatous, but not stenosed. Injection 
through it was well distributed throughout the heart 
wall, but none of it entered the adherent omentum. 
Absence of pain for a year had not therefore been 
due to revascularisation. Two patients had lost their 
pain within a few hours—a period within which revas- 
cularisation was impossible. Mr. Roberts rather won- 
dered whether the proper treatment for these cases 
were not appendicectomy! All the cases bore omen- 
topexy extremely well; it should not carry great 
risk. All the patients had had some dyspnea, and 
he had erushed the phrenic nerve at operation. He 
was not prepared to say that the postoperative benefit 
was due to the operative measures. He wondered if 
the immediate benefit were due to the omentum keep- 
ing open the incision in the pericardium and so 
improving the pressure in the heart vessels. 


DISCUSSION 


Dr. H. E. Manse endorsed Dr. Bourne’s remarks 
on the importance of correct diagnosis. The doctor 
should be familiar with the patient’s home, social and 
work conditions, and take them into consideration 
when advising operation. Palliative operations aimed 
at relieving pain, directly by interrupting afferent 
nerve paths by knife or injection, or indirectly by 
thyroidectomy, which invariably lowered the basal 
metabolic rate. He was impressed with the value of 
the injection method, using Procaine. The operation 
was very slight and could be repeated. He felt that 
thyroidectomy should be reserved for these cases with 
associated hyperthyroidism. Radical operations were 
related to the two pathological elements: spasm and 
actual disease of the coronary arteries. Thyroidectomy 
might have an effect in lowering coronary spasm. If 
thyroxine were at fault, thyroidectomy was the only 
treatment. Another method of attacking the spasmodic 
element had recently been described, based on the 
theory that in coronary disease the sympathetic caused 
vaso-constriction. To attack the efferent supply and 
leave the afferent untouched the proposer of this 
method eut the preganglionic fibres from thoracic 
segments II to V and the sympathetic chain between 
the fifth and sixth ganglia. Dr. Mansell had had this 
operation performed on one case only; it was too early 
yet to report on her. None of these mancuvres had 
any preventive effect on coronary thrombosis, and 
the idea of revascularisation was basically sound, 
despite the objections to present techniques. It was 
no use trying to vascularise fibrous tissue. The use of 
any form of irritant in the pericardial sac was quite 
unjustifiable; pericarditis developed and was usually 
fatal in anginal eases. It was very important to 
exclude gall-bladder disease, and a careful radiogram 
should be taken of the abdominal aorta, the source of 
the omental blood-supply; often it proved to be ecalei- 
fied. When angina and hypertension were associated 
it was very important to elucidate which came first. 
In one autopsy the omentum had been found in the 
pleural cavity not adherent to anything; the patient 
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had had relief from pain—possibly due to intra-peri- 
cardial adhesions. 

Dr. CourTeNAY Evans showed tracings of the 
anoxemie electrocardiogram. He had had good results 
from injecting only the first two dorsal ganglia on 
both sides. Patients had shown immediate collapse 
and vomiting, with quick recovery. He had had three 
thvroidectomies done, with good result. 

The CuHarrMAN said he had only submitted one case 
to surgery; the patient would have committed suicide 
otherwise. The total thyroidectomy had been very 
successful. He would consider operation for patients 
in good general condition who got angina on very 
slight provocation and were almost incapacitated. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND 


SECTION OF PATHOLOGY 
Avr a meeting of this section on Feb. 9, with Dr. 
R. A. Q. O'Meara, the president, in the chair, a 
specimen ot 


Polyposis of the Colon 


from a girl aged fifteen years was shown by Dr. W. A. 
GILLESPIE.—The Present said that this was a very 
rare condition. He had never seen malignancy in 
such a young patient before. He asked if there were 
any polypi present in the rectum, and said that such 
polypi were quite common in themselves.—Mr. J. C. 
FLoop said that there was a substantial amount of 
infection within the polypose area itself. The majority 
or all of these cases eventually developed malignancy. 
In America the view was held that almost all malig- 
nancy in the large gut was related to a pre-existing 
condition such as this. It was possible that there 
might be two or more coincident primary growths in 
the colon. When dealing with the colon there was 
no excuse for not investigating the entire colon. In 
his opinion sigmoidoscopie examination in these 
cases gave far more information than a_ barium 
enema. There were various ways in which these growths 


REVIEWS 


Health in Relation to Occupation 

By H. M. Vernon, M.A., M.D. Oxfd, formerly 

investigator for the Industrial Health Research 

Board ; late fellow of Magdalen College, Oxford. 

London: Humphrey Milford, Oxford University 

Press. 1939. Pp. 355. 15s. 

Au debating societies at one time or another debate 
the highly controversial subject of heredity versus en- 
vironment, and neither side ever convinces the other 
of the fallacies in its ideas. Dr. H. M. Vernon has 
made the arguments still more complex by introducing 
a third factor—oceupation. In this notable book he 
summarises in a fair-minded way existing knowledge 
about how these factors affect the health of the 
individual and of the nation. He also deals ex- 
haustively with the nutritional requirements for a 
healthy life and the effects on health of inadequate 
nutrition, wage-rates, unemployment and _ housing. 
He closely examines the mortality- and sickness-rates 
in relation to occupation, with special chapters on the 
health of women and the invalidity arising from 
accidents and psychological disorders. Casting statis- 
tical caution to the winds, he offers the opinion that, 
assuming people to have an average degree of intelli- 
gence, the heredity factor in health has a value of 10 
per cent., occupation 20-30 per cent. and social en- 
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might be classified, but he personally followed the 
classification of Gabriel of London. It should be 
remembered, he said, that the size of a growth was no 
criterion of malignancy; in fact, the larger the growth 
the more chance there was of its being reasonably 
superficial. He asked if a blood-count had been done 
in this case, 

Dr. Epwarp Harvey referred to a paper he had 
recently read in which he had stated that malignancy 
of the colon was preceded by a polypus. Irritation of 
the colon played a great part in the production of 
the polypi. There should not be constipation in the 
colon, and the patients should not take purgatives. 
Some held that a polypus became malignant because 
the gonadotrophic hormone of the pituitary gland had 
become exhausted and the thyrotrophic hormone was 
over-active—Dr. W. R. F. Couuis asked for informa- 
tion regarding the diagnosis of these eases, and men- 
tioned that he had at present under his care a girl 
aged fourteen in whom there had been a good deal 
of bleeding, not actually from the rectum but from 
higher up. 

Mr. J. S. Private said that the patient from whom 
the present specimens had been taken had had very 
severe bleeding from the rectum for about fifteen 
months, for which she had had three blood-trans- 
fusions. At one time there had been much diarrhea, 
but there were intervals when the diarrhma ceased 
and the patient seemed better. She was very anemic, 
and her general condition was poor. On sigmoido- 
scopic examination no polypi could be seen in the 
rectum, but with a barium enema the condition had 
been easily recognised as polyposis. Since operation 
the patient had greatly improved, and she had not 
had any further bleeding. He did not agree with 
Mr. Flood that sigmoidoscopie examination was more 
useful than a barium enema in eases of carcinoma of 
the lower colon.—Dr. GILLEsPI£ in his reply said 
that no polypi were found in the rectum. The blood- 
count had been done and was quite normal. He 
thought that an absolute diagnosis might usually be 
made by the sigmoidoseope, a barium enema, and the 
taking of a careful family history and the patient’s 
own history. 
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vironment 60-70 per cent. But if allowance is made 
for varying intelligence, then the influence of heredity 
is as strong as 40 per cent., occupation 10-20 per cent. 
and social environment 40-50 per cent. In a debating 
society Dr. Vernon would probably be asked what 
he meant by intelligence, and whether states of 
health cannot affect intelligence as much as intelli- 
gence influences health. His book contains many 
deliberately provocative statements, but it also has 
some probably less deliberate “Irishisms,’ such as 
“amongst the 274 fraternal twins investigated 84 per 
cent. were purely right-handed in both hands” and 
“accidental deaths were nearly as fatal” as those 
from diseases of the digestive system. 

Dr. Vernon puts forward a number of constructive 
proposals for the improvement of the health of the 
nation. He urges that everyone, rich or poor, should 
be able to obtain a thoroughly efficient medical 
service; that there should be a better and cheaper 
supply of safe milk; and that housewives should be 
instrueted about protective foods, marketing, cooking 
and the care of the home; and he emphasises the im- 
portance to the health of the family of an adequate 
income. His book is the result of much research and 
honest thinking, and layman and doctor alike will be 
stimulated by his facts and ideas, 
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1939 Yearbook of General Medicine 
Edited by GrorGE F. Dick, M.D.; J. BURNS 


AMBERSON, Jr., M.D. ; 
S.D., F.R.C.P. 3; 


GEORGE R. Minot, M.D., 
WILLIAM B. CASTLE, M.D., A.M.; 


WILLIAM D. Stroup, M.D.; and GEORGE B. 
EUSTERMAN, M.D. Chicago: The Year Book 
Publishers; London: H. K. Lewis and Co. 1939. 


Pp. 848. 15s. 

“ YEARBOOKS never lose their usefulness,” says the 
dust-cover of this one: they are the Literary Digests 
of medicine. Here there are condensed versions of 
500 odd out of 6000 papers the editors have examined. 
The editors’ names, the clear easy style, the general 
arrangement, and the personal flavour of the all too 
scanty scraps of editorial comment, are all familiar. 
So also is the emphasis on common diseases; rarities 
are eschewed, and the practising physician’s point of 
view is always to the fore. The papers chosen do 
not invariably record new work; the reader finds 
here and there a survey of some disease or its manage- 
ment which tells him nothing fresh, but comforts him 
with the thought that in this corner of medicine, at 
any rate, he is not yet outmoded. 


Roentgen Technique 


By CLtypeE McNem1, M.D. Johns Hopkins. 
London: Bailliére, Tindall and Cox. 1939. Pp. 
316. 27s. 6d. 


THE author, who practises in Louisville, Kentucky, 
begins this well-produced textbook by saying that 
he deals principally with Réntgen anatomy and 
positioning, but he does not say whether he intends 
his instructions to help in diagnosis or merely to 
indieate correct technique. The same difficulty persists 
throughout. There are satisfactory diagrams and photo- 
graphs suitable for either medical or technical students, 
but in the middle of comparatively simple descriptions 
Dr. MeNeill suddenly introduces elaborate methods 
or diagrams of diagnostic interest. Examples of this 
are the inclusion of the localisation of foreign bodies 
in the eye by the Sweet method, which is inadequately 
illustrated, and some confusing diagrams showing bone 
development and accessory bones in small line draw- 
ings. Difficult techniques requiring special apparatus, 
such as Lipiodol investigations, pelvimetry, kymo- 
graphy and tomography are described. If these 
descriptions are intended for the radiologist they are 
not full enough; if for the technician they contain 
unnecessary detail. Apart from this major criticism 
no fault can be found with the presentation of the 
simpler techniques. The illustrations are good, the 
advice helpful, and students of radiology will find the 
book informative, easy to read and of convenient size. 


Treatment by Diet 

(4th ed.) By Crirrorp J. BarBorKA, D.Sc., 

M.D., M.S., F.A.C.P., of the department of medi- 

cine of Northwestern University Medical School, 

Chicago; formerly consulting physician to the 

Mayo Clinic. London: J. P. Lippincott and Co. 

1939. Pp. 691. 21s. 

Ons of the difficulties to be faced in writing a book 
on treatment by diet is that it involves the presenta- 
tion of a large mass of facts in such a way that they 
are easily available without obscuring the main theme. 
Much depends on general arrangement. This book 
begins with a brief outline of the main clinical features 
of each disease and this is followed by a summary 
of the important factors in treatment. Series of 
tabulated qualitative and quantitative diets are then 
given, arranged so that the total food allowed in one 
day in both grammes and household measures with 
their calorie values are set out on the left-hand page 
and the suggested arrangement of meals on the right. 
The diets are full and varied so that there is con- 
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siderable choice. The diabetic section, for example, 
includes 20 different diets containing varying propor- 


tions of carbohydrate and fat with numerous special 
diets for use in cases complicated by intercurrent 
disease or requiring surgery, and a full regime for 
peptic ulcer complicating diabetes. 

In any book on diet it is difficult to draw the line 
between food and medicine—the diet in diabetes 
cannot be discussed without considering insulin also. 
Here, in writing of the anemias, Dr. Barborka 
deseribes 6 diets each containing half a pound of 
either cooked or raw liver and 4 others containing 
foods rich in iron, but the importance of intramuscular 
liver and large doses of inorganic iron by the mouth 
are hardly mentioned. This is a mistake, for it leads 
to undue stress being laid on diet, perhaps at the 
expense of the more effective concentrated preparations. 

In the section on peptie uleer more should be said 
about the way food is eaten. Many ulcers which 
relapse after a satisfactory course of medical treat- 
ment do so because the patients are careless of the 
way they eat their food rather than of the actual 
food they eat. Further, no amount of dieting will 
compensate for the harm caused by inefficient or 
septic teeth and this again might be pointed out. 
After gastric hemorrhage it is advised that no food or 
drink should be given for 24-72 hours and no mention 
is made of the less conservative treatment now used 
successfully by many physicians. In this edition 
many chapters, including those on liver disease, 
nephritis, diabetes, peptic ulcer, gastritis and allergy, 
have been rewritten and a chapter on hyperinsulinism 
has been added. The chapter on vitamins has also been 
revised and now includes descriptions of diagnostic 
methods of determining vitamin deficiency. The book 
is clearly written, fully referenced, and well indexed. 
Zur Differential-Diagnose seltener Skeletterkran- 


kungen 
By Max Ltp1n. Basel: Benno Schwabe and Co. 
1939. Pp. 36. Swiss Fr.4. 


In this short monograph on rare bone diseases the 
author tries to deseribe and illustrate the radiological 
points of differential diagnosis in the whole range of 
bone disease both medical and surgical, and in so 
doing shows how often this is impossible and how 
constantly the diagnosis depends on taking the clinical 
and laboratory evidence along with the radiological. 

Dr. Liidin divides his subject into two groups: 
first the conditions with increased density of bone 
shadow, hyperostotic, osteosclerotic or osteoplastic 
processes; second those with a reduced density of 
shadow, the osteoporotic, osteodystrophie or osteolytic 
processes. The first group includes osteomata, 
multiple cartilaginous exostoses, the so-called tendo- 
muscular osteomata, and that rare condition osteo- 
poikilia. Then come the conditions associated with 
very dense shadows indeed, for example, generalised 
osteoselerosis or marble bone disease of Albers-Schén- 
berg. Occasionally osteoselerosis associated with 
carcinoma of the prostate can give a shadow of equal 
depth. The author claims that leukemia and poly- 
eythemia may show osteosclerosis. Another group 
of osteosclerotic conditions is that due to the chemical 
poisons, phosphorus and fluorides. There are some 
excellent radiograms illustrating the hypertrophic 
pulmonary osteoarthropathy of Pierre Marie or toxic 
osteo-periostitis ossificans of Sternberg, a condition 
where sclerosis of bone is associated with chronic lung 
disease. Paget’s disease and chronic osteomyelitis 
complete the group of osteosclerotic diseases. 

With the exception of multiple myelomatosis 
(Kahler’s disease) the reproductions of radiograms in 
the other group are not so good. An exeellent plate 





460) THE LANCER! REVIEWS 
shows the similarity between myelomatosis and the 
fibrocystie terminal stage of generalised osteitis 
fibrosa (Engel-Recklinghausen’s disease). However, 
to dismiss hyperparathyroidism simply as fibrocystic 
disease seems a pity. Illustrations depicting its early 
stages would provide the finest examples of generalised 
skeletal decalcification. The author has chosen mag- 
nificent illustrations of multiple enchondromata, focal 
osteitis fibrosa and solitary bone cysts. Osteomalacia 
is not illustrated, but it surely deserves a place in a 
monograph on rare diseases of bones. 
A Text-book of Midwifery 
(lOth ed.) By R. W. Jonnstone, C.B.E., M.A., 
M.D., F.R.C.S.E., M.R.C.P.E., F.R.C.0.G., F.R.S.E., 
professor of midwifery and diseases of women in 
the University of Edinburgh; obstetrician and 
gynecologist to Edinburgh Royal Infirmary. 
London: A. and C, Black. 1939. Pp. 491. LSs. 
[In this edition certain sections have been expanded, 
especially those on the hormonie function of the ovary, 
disease in with midwifery, puerperal 
infection and infant feeding. There are four addi- 
tional plates in colour to illustrate the placental 
circulation, the liver in eclampsia, placental infarets 
and concealed accidental hemorrhage. In addition 
the new illustrations include four remarkable cine- 
radiographs illustrating the fetal cireulation, which 
were obtained following the intravenous injection of 
Thorotrast. Of the text there can be little criticism, 
for the author’s experience of all aspects of the subject 
is great. To this he adds a sound judgment and the 
conservative outlook which is so important in obstetrics. 


association 


Stiles’s Human Physiology 

1 Textbook for High Schools and Colleges. (8th ed.) 

Revised by GorRDON C. RING, assistant professor of 

physiology in Ohio State University. London: 

W. B. Saunders Co. 1939. Pp. 450. 108. 

Turis book is better known in the United States 
than in this country, where physiology is not often 
taught outside universities. It is an elementary text- 
book suitable for students who have little previous 
knowledge of biology or chemistry, and would be 
admirable for use in secondary schools. It is not a 
“ popular ” treatment of the subject, but is by no means 
beyond the scope of the general reader, and its fre- 
quent allusions to everyday life and the smoothness of 
its style are sufficient to recommend it to a wide public. 


An Introduction to Medical Mycology 
By Grorce M. Lewis, M.D., assistant dermato- 
logist, New York Postgraduate Medical School 
and Hospital, Columbia University; instructor in 
dermatology, Cornell University; and MARy 
E. Hopper, M.S., assistant in mycology in the 
skin and cancer unit of the school and hospital. 
Chicago: The Year Book Publishers; London: 
H. K. Lewis and Co. 1939. Pp. 315. 27s. 6d. 
CLINICAL mycology, more especially as it concerns 
the skin, grows in importance from year to year, and 
its literature is correspondingly voluminous and 
regrettably fragmentary. This is a comprehensive 
effort to bring together the latest developments by 
a dermatologist and a mycologist. The result is 
wholly satist ying. The book is in two parts: first, 
the clinical, theoretical, and experimental aspects, 
and secondly laboratory technique. The reader will 
be agreeably surprised at the simplicity of the notes 
on the classification and structure of fungi, always 
a stumbling block to the student, while their physiology 
and the methods available for diagnosis are clearly 
described. The chapter on immunity and cutaneous 
sensitisation is sound, but would be improved by the 
addition of a summary and a word on the authors’ 


conclusions. Over a hundred pages are taken up 
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by a clinical study, profusely illustrated, of the 
various eruptions resulting from superficial mycotic 
infection of the skin. Their description, differential 
diagnosis and treatment could hardly have been done 
better. A vast amount of research work has now 
established the important position of monilial infee- 
tion, which was not even mentioned in leading text- 
books in 1920. The deep mycoses, which are 
potentially or essentially systemic, and in the latter 
ease not infrequently fatal, are fortunately extremely 
rare in this country. They include, however, actino- 
mycosis, an infection with which every student is 
at least superficially acquainted, and the much less 
commonly described blastomycosis and sporotrichosis. 
Among the plates is one illustrating six examples of 
artefact commonly mistaken under the microscope, 
even by experts, for mycelium, spores or some other 
pathological ‘structure. 


Essentials of Physiological Chemistry 

(2nd ed.) By ArtTHUR K. ANDERSON, Ph.D., pro- 

fessor of physiological chemistry, the Pennsylvania 

State College. London: Chapman and Hall. 

1939. Pp. 323. 13s. 6d. 

Dr. Anderson has succeeded in bringing his book 
up to date as far as this is possible in a field where 
textbooks become out of date almost as soon as they 
are written. The chapters on hormones, vitamins and 
carbohydrate metabolism have been rewritten. A new 
chapter has been added on the composition of tissues, 
and the author would do well in future to expand this 
welcome addition further by a more comprehensive 
study of the cerebrospinal fluid, and to inelude notes 
on aqueous humour, tissue fluid, and other interstitial 
fluids of the body. 

The book is lucidly written and provides clear and 
short definitions of complicated biochemical processes. 
The student will turn to it with relief. 


Ptoses gastriques et coliques 

By M. Cuiray, professor in the Faculty of Medicine, 

aris ; and P. CHENE, assistant in gastro-enterology 

at the Hopital Saint-Louis. Paris: Masson et 

Cie. 1939. Pp. 268. Frs.75. 

Mopern radiological work has clearly defined the 
remarkable variation in the site and tone of the 
abdominal viscera, thus tending to discredit the old 
notion of Glénard of the significance of gastro-colo- 
ptosis. The authors have re-examined the subject in 
the light of their experience. They regard as 
examples of false gastroptosis those cases with long 
stomachs and lowered position of the duodenum in 
which the tone of the stomach is normal but in which 
there are often dyspeptic symptoms. A true gastro- 
ptosis is associated with atony of the stomach wall, 
often due to neuro-endoerine disturbance. A third 
type is a complete dislocation of stomach and 
duodenum, rare and usually congenital. From the 
objective side three groups may be differentiated: 
those with digestive disturbances and ptosis demon- 
strable by radiology; those with similar digestive 
symptoms but no demonstrable ptosis; and those with 
radiological ptosis in whom there are no symptoms, 
the ptosis being unsuspected or found by chance. In 
the authors’ opinion the diagnosis of “ ptosis” is 
dangerous. Less importance in treatment should be 
given to the anatomical state; operation is to be 
deplored unless there is clear indication of an in- 
flammatory lesion, and the general state of the patient 
and her environment must be considered. The book 
is a reasonable presentation of what will be generally 
accepted; it is well illustrated and the radiological 
section is especially to be commended. The authors 
cite detailed case-histories to illustrate their argument. 
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UPS AND DOWNS OF PERFORATED ULCER 


Most of those who have sought new light on 
clinical problems by studying the routine case- 
records filed in their hospitals have found their 
material unsatisfactory. However good the house- 
physician or the clerk may have been, his notes 
are too often silent on just those aspects of a 
case which the retrospective investigator finds 
interesting. Such difficulties, magnified a thou- 
sandfold, have beset Dr. Denys JENNINGs in his 
attempt to assess the changes in sex-incidence and 
age-distribution of peptic-ulcer perforation in 
North-Western Europe in the last century and a 
half. His ambitious inquiry, whose results are 
completed in this issue, may have been provoked 
by the remark he attributes to old countrymen in 
England and in Germany, “‘ that in their youth 
girls vomited blood but men did not, whereas now 
young men do it and girls do not.’’ But while 
records of the incidence of peptic ulcer, or even of 
hematemesis, over so long a period are lacking, 
there is apparently enough material in the litera- 


ture and in the pathological institutes of Europe 
on the subject of perforation to make this 


approach worth while. It has to be assumed that 
the cases observed in hospitals are roughly repre- 
sentative of those in the population at large, 
though the selection of patients for admission to 
hospital or for post-mortem examination has 
depended on transport facilities, fashion and senti- 
ment, the newer prospects of surgical cure, peace 
and war, and many other factors. Figures 
obtained have to be roughly corrected for varia- 
tions in the age- and sex-distributions of popula- 
tions. When all that is done there emerges from 
this laborious historical research a picture of cer- 
tain trends in the incidence of perforation which 
is probably fairly near the truth. 

Perforation seems to have been uncommon 
before 1830. In medical writings its dramatic 
clinical picture is referred to infrequently, and 
then in words suggesting that it was rare though 
unmistakable. Perforation becomes commonplace 
throughout the rest of the nineteenth century, 
and during that time its highest incidence is in 
young women. Then in the early years of the 
present century this strikingly high incidence in 
young women rapidly falls, until they come to 
account for only a small minority of perforations. 
Meantime the last thirty years or so have seen an 
extraordinary increase in the number of perfora- 


tions in men, an increase which BaGeEr’s 
exhaustive Swedish figures indicate to be not 
merely relative but absolute. In Sweden this 


- . . . . ‘ ° ? 
increase is mainly in perforations of ‘‘ pyloric 

ulcers (presumably including duodenal ulcers) in 
young men in their twenties and thirties. In 
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France, Germany, Italy, England and the United 
States there has probably been a similar rise, 
though the peak of the age-incidence in those 
countries may have been a decade or so later. 


The two prine ipal trends which emerge from 
Dr. JENNINGS’s study accord well with the observa- 
tions of the old men on hematemesis. They 


probably reflect similar trends in the incidence of 
uncomplicated ulcer, though proof or disproof of 
this is not to be had. If they are accepted they 
throw light on the genesis of ulcer, to this extent 
at least: that such rapid changes in the incidence 
of the disease in young women, and in young and 
middle-aged men, cannot be due to ‘‘ constitu- 
tional ’’ changes, for the average hereditary make- 
up of a large mixed population cannot materially 
alter in a generation or two; they must be 
attributed to changes in the environment, of a 
kind that peculiarly affect these groups. It remains 


likely (as Dr. JENNINGS points out early in his 
paper, though he pushes it into the background 


towards the end) that constitutional factors deter- 
mine which individuals within a certain group of 
the population exposed to a new shall 
develop peptic ulcers. But since constitutional 
factors are the last that we are likely to modify 
within centuries these pointers from history indi- 
cate a closer study of environmental influences 
as the more hopeful way to learn prevention. 


RISKS OF CESTROGENS 

THE synthesis by Dopps and his colleagues ! of 
a new cestrogenic substance, diethylstilbcestrol, 
placed a powerful agent in our hands. The natural 
cestrogens had to be injected to be fully effective 
and only the well-to-do could afford them. The syn- 
thetic compound is cheap and can satisfactorily be 
taken by the mouth; it has brought estrogen 
therapy within the reach of all who need it. Clinical 
trials of stilbcestrol were favourable in this coun- 
try,?*°* though it appeared to cause vomiting in a 
small proportion of cases, and the Therapeutic 
Trials Committee released it for general distribu- 
tion. SHorr, Roprnson and Papaniconaou® in 
America, however, have met with toxic effects 
in four-fifths of their forty-four cases. In 
addition to vomiting they observed diarrhea, 
skin psychosis, vertigo, severe thirst 
and paresthesia, though their attempt to demon- 
strate damage to the liver was inconclusive. 
Buxton and ENGLE,® on the other hand, report 
transitory nausea and vomiting in three of 
the seventeen patients they treated, and dizzi- 
ness in two patients. In only one patient was 
the vomiting severe enough to stop treatment, 
and this woman showed albumin and casts in the 
urine which may have been evidence of toxicity. 
MacBrypeE and his colleagues * have confirmed 
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and transitory nature of the 
and they did not have to withdraw 
1 any of their thirty-seven patients. 
In view and other conflicting findings in 
America the Council on Pharmacy and Chemistry 
decided not to recognise the substance for general 
until further experimental studies have been 
made. In this country recent experience in 
several hospitals where stilbcestrol has been exten- 
sively used does not reveal a high proportion of 
unple asant side effects, and there is no evidence 
that permanent damage has been caused by the 
drug. Moreover, manufacturing firms have now 
sold many kilogrammes of the substance, repre- 
senting million and most of them 
have had no complaints at all. Further investi- 
gation of the toxic symptoms of the drug is 
no doubt needed, but meanwhile there seems no 
reason on this ground to withhold it from patients 
who are free from such symptoms and are benefit- 
ing from its use. 

The general use of such a potent and easily 
administered substance must raise the question 
of the more remote risks of cestrogen therapy. 
Many warnings have been given of the dangers 
f carcinoma following prolonged cestrogen admin- 
istration; although there seems to be no con- 
clusive that this has occurred, yet 
cestrogens should certainly not be given when a 


toxic 


thes 


f 
1 
n 


ist 


some doses, 


evidence 


carcinoma of the breast or cervix is already 
present. Some fear the uncontrolled use of 
cestrogens as contraceptives and abortifacients 


and as aphrodisiacs. Again, there is an increas- 


ing volume of experimental evidence that 
cestrogens produce changes in many _ struc- 
tures of the body other than the sex organs, 


though there seems little danger in man of the 
formation of pituitary tumours such as are seen 
in small animals after treatment with them.*® 
Finally, some patients seem to be unduly difficult 
to wean from these substances and indeed might 
almost be ealled addicts. Indiscriminate dosing 
for mild symptoms is therefore to be deprecated, 


and the use of the drugs should be restricted to 
eases in which the indications are definite and 
justify taking a risk which cannot yet be com- 


pletely assesse d. 


LEAD AS A POISON 

Ir is always gratifying to find a long-established 
clinical observation confirmed and explained in 
the laboratory; it strengthens faith in the clinical 
method. For many years industrial physicians 
have held that it was sound practice to give milk 
before work to those exposed to a lead hazard. 
The late Sir Tuomas LEGGE supported this view 
on the ground that milk reduced the amount 
of acid available in the stomach to act on any 
swallowed lead. Avus® suggested that the reason 
was to be found in the creation of a positive 
calcium balance which favoured the storage in the 
skeleton of the ingested lead. If this were the 
whole truth the wisdom of giving milk would be 
1939, 1, 36 


T., Minot, A” 8. and Retzinkoff, P. 
1926. 


&. Deanesley, R. J. Endocrinol 
9. Aub, J. C., Fairhall, L. T 


Lead Poisoning, Baltimore. 
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doubtful, since it might be felt that lead stored 
in the skeleton was at hand to produce its effects 
if conditions in the body favoured its mobilisation; 
and, though there is little doubt that Aup’s con- 
tention is correct so far as the absorbed lead is 
concerned, the recent work of TompseEtT?® suggests 
a better reason for this practice. He has shown 
that much less lead is actually absorbed from the 
gut on a high calcium diet, and that the amount 
absorbed is not greatly influenced by the amount 
of lead administered; whereas on a low calcium 
diet the lead absorbed is dependent on the quan- 
tity available. The reason he advances is that 
the content of the small gut is more alkaline 
when a high calcium diet is given. Though it is 
generally considered that in industry absorption by 
way of the respiratory tract is of greater import- 
ance than by any other route, many observers 
are convinced that much of the lead dust which is 
breathed in finds its way to the stomach 
from the pharynx, and that the gastro-intestinal 
tract must be considered as a portal of entry even 
in the dusty lead trades. If this view is accepted, 
then the rationale of the administration of milk 
to the lead worker is complete. 

This work, and much other of importance, is 
made possible by the continued improvement in 
the methods for the quantitative estimation of 
lead in biological materials.1‘ CHALMERS and 
Tompsett }?}* confirmed certain of Aus’s original 
observations on the effect of calcium in the treat- 
ment of lead poisoning. They have also shown 
that after the mobilisation of lead from the skele- 
ton excretion does not necessarily follow the lead 
content of the blood, nor in fact does the clinical 
picture, for extremely high levels of blood-lead 
are often found without any return of symptoms. 
This may be because the lead is mostly carried 
in the red cells. It would be interesting to know 
if the patient with acute symptoms has a higher 
lead content of his plasma. A further point 
raised by CHaLtMers and Tompsett is the differ- 
ence in the significance of the lead content of 
hard as against vascular bone. The lead content 
of the ribs.and other vascular bones is held to 
be of far greater significance. Thus from a 
medicolegal point of view it is doubtful if any 
really useful information can be obtained from an 
estimation of the lead content of a piece of the 
cortex of the tibia or the femur alone. 

In this CHALMERS, using ToMPsETT’s 
method, demonstrates the variations met with in 
the normal lead content of the blood, and also the 
levels to which this may rise in healthy lead 
workers. It should be noted that for the prac- 
tical control of lead processes in industry a know- 
ledge of the lead content of the blood has little or 
no advantage over the much more easily per- 
formed examination of the blood-film. When 
biochemical methods of this kind are available 
there is a danger that the inexperienced will seek 
to set a ‘‘ limit figure ’’ to separate the poisoned 


issue, 


0. Tompsett, S. L. Biochem. J. 1939, 33, 1237. 
1. Tompsett, Jbid, p. 1231. 
Chalmers, J. N. M. and Tompsett, Lancet, 1938, 1, 994. 
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13. Tompsett and Chalmers, Brit. J. erp. Path. 1939, 20, 408. 








THE 


from 
that 

must 
clini 


W: 
Tact 
Crim 
6167 
1938 
char; 
the 
amo! 
age | 
15 t 
One 
the |] 
The 
strik 
thou 
of 2 
and 
abou 
kind 
per 
to a 
offer 
the 
slig! 
for 
sexi 
new 
Yar 
193 
of ¢ 
90 | 
cent 


foll 


A 
ot 
Dul 
“an 
pli 
nan 
He 
Pfe 
wtir 
Iris 
me! 
tha 
cas 
the 
pi 
ord 
hoc 
ve 
10- 
dis 
me 
Xe 
flui 
ple 
blo 


he 





ad - wear ras FF a “we 


we 


wv 


we 


_ ri 








THE LANCET] 


from the non-poisoned. CHALMERS’s conclusion 
that evidence obtained from this investigation 
must be considered together with the whole 
clinical picture should therefore be a_ useful 


4 YEAR'S CRIME.—‘‘ INFLUENZAL ”’ 
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those who would invest this and 
similar biochemical investigations with too great 
a significance: they can be of great assistance, 
but only when properly used and interpreted. 


warning to 


ANNOTATIONS 


A YEAR'S CRIME 

WomMEN are by far the better behaved sex. The 
fact is confirmed once more by the recently issued 
Criminal Statistics for England and Wales (Cmd. 
6167: H.M. Stationery Office: 4s.) covering the year 
1938. For indictable offences—i.e., the more serious 
charges which can go to assizes or quarter sessions— 
the incidence of crime is nearly eight times higher 
among males than among females. The most lawless 
age groups in the feminine sex are those of girls aged 
15 to 19; thereafter there is a progressive decrease. 
One of the comforts of increasing years, indeed, is 
the knowledge that we grow better as we grow older. 
The figures of indictable offences for men are 
striking. The number of males found guilty per 
thousand is 13 at the age of 13, 5-5 between the ages 
of 21 and 25, and only 1:8 between the ages of 40 
and 50. Indictable offences (mostly thefts) make up 
about 10 per cent. of the grand total of offences of all 
kinds which in 1938 was 787,482. Of this total 99 
per cent. were dealt with by magistrates without going 
to a jury. Sixty per cent. of the whole were traffic 
offences; so that the less we can afford motor-cars 
the better we shall be. The larceny figures rose 
shightly above the previous year; so did the figures 
for frauds and false pretences, receiving stolen goods, 
sexual offences and drunkenness. The most cheerful 
news comes from a recent analysis of New Scotland 
Yard records for the five-year period from 1932 to 
1937. The great majority of persons found guilty 
of offences do not offend again. Of the older persons 
90 per cent., and of the younger persons over 70 per 
cent., were clear of any further charges during the 
following five years. 


‘* INFLUENZAL”’ MENINGITIS 


A pIscussion on influenzal meningitis at the section 
of pathology of the Royal Academy of Medicine, 
Dublin, reminds us how inappropriate is the adjective 
‘ influenzal ” in this infection, which is neither a com- 
plication of influenza nor caused by a virus. The 
name is, of course, derived from the causal organism, 
Hemophilus influenze, probably better now called 
Pfeiffer’s bacillus, and believed at one time to be 
wtiologically connected with influenza. Despite the 
Irish claim that it is comparatively common, influenzal 
meningitis is probably even more rare in this country 
than it is in America, where in Neal’s * series of 3139 
cases of meningitis it made up only 4:5 per cent. of 
the total, ranking fifth to meningococcal, tuberculous, 
pneumococeal and streptococcal meningitis in that 
order of frequency. It mainly arises in early child- 
hood, 28 per cent. of Neal’s cases being under one 
year, about 65 per cent. under three years and only 
10-5 over ten years of age. The disease cannot be 
distinguished clinically from other forms of purulent 
meningitis and the diagnosis is made from the 
examination of smear and eulture of the cerebrospinal 
fluid where the fine gram-negative bacilli are usually 
plentiful and can readily be obtained in culture if a 
blood-eontaining medium is used for isolation. 

As regards identification and classification of the 
hemophilie influenza bacilli, present-day knowledge 
i. 


Neal, J. B. J. Amer. med. Ass. 1935, 105, 568. 





suggests that the human strains may be divided into 
three groups: (1) the “smooth” H. influenzae, 
described by Pittman,’ of which there are some six 
serological types; (2) “rough” H. influenze, serologi- 
cally heterogeneous, and divisible into two groups— 
typical or cocco-bacillary and atypical or pleomorphic; 
and (3) H. para-influenze, which requires the V but 
not the X factor for its artificial growth. The rough 
types are present in 40-80 per cent. of normal throats, 
whereas the smooth forms are rarely found there.* 
Although the smooth capsulated H. influenza, charac- 
terised by its bigger, more opaque and _ iridescent 
colony on Fildes’s medium, is more virulent for the 
mouse than the other types, it is certainly not the only 
human-pathogenic form. In Pittman’s series of 97 
strains isolated from pathological material only 15 
were smooth, of which 7 had been recovered from 
cases of meningitis; most of the strains causing 
subacute endocarditis have been proved to be H. para- 
influenze,* while if pleomorphism is any guide 
atypical forms have been the causal agents in 
abseesses and meningitis. Thus the specific antisera 
to the smooth types can have only a limited applica- 


tion in treatment. Some encouraging results from 
serum therapy in influenzal meningitis have been 


reported from America but a limited experience with 
it in this country has been disappointing. Whether 
sulphapyridine with or without antiserum would give 
better results is a matter for surmise. The rarity of 
what it may be less misleading to call “ Pfeiffer 
bacillus meningitis” will always make records of 
therapeutic tests difficult to collect. 


FEVER IN CONGESTIVE HEART FAILURE 

Ir has never been clear why pyrexia commonly 
accompanies congestive heart failure. Is it due to the 
failure itself or to complications? As the result of a 
careful study of 200 cases Kinsey and White® con- 
clude that fever is probably always evidence of a 
complication. The temperature in their patients was 
taken in the rectum and only 4 showed no rise at all. 
All of the 81 patients who died were feverish at 
one time or another. In 77 of these at least one com- 
plication was found—either clinically or at necropsy— 
to which the fever could be ascribed, and in the 
remaining 4 one was suspected. Of the 119 patients 
who survived, fever was present in all but 4 and in 
these no complication was found. In only 22 was 
there fever without complications and in 16 of these 
the rise in temperature was not more than 1° F. The 
investigation also brought out that infections some- 
times do not produce fever, even though they raise 
the pulse-rate, that in some people a temperature of 
98-4° F. really means fever, that half a degree or so 
above that figure may be normal in some people when 
they are excited or restless, and finally that mouth 
temperatures are unreliable in patients with dyspnea. 
The four most common complications encountered in 
order of frequency were pulmonary infarction, pul- 
monary infection, especially bronchopneumonia, active 
rheumatie infection and coronary thrombosis. The 





Pittman, M. J. exper. Med. 1931, 53, 471. 
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clinical signi these findings is obvious. In 
heart failure a rise of 
taken to mean that there is 
ome infection or complication, and since death seldom 
results trom heart failure alone fever must be taken 


heance ol 
any patient with congestive 


temperature should be 


eriou ly nh assessing the prognosis, 


A NEW WAY OF SMUGGLING NARCOTICS 

AMONG the seizures of nareotic drugs reported to 
he secretariat of the League of Nations in accordance 

ith the Geneva convention is one from Cairo of novel 
and eallous It came to the knowledge of 
Central Narcotics Bureau of the 
Kgyptian government that drugs were being smuggled 


y | t 
mgenulty. 


the officers of the 


through Sinai to the Nile valley. The method adopted 
vas to place the drugs in zine eylinders, which were 
put into the mouths of camels and pushed down 
their throats. On reaching their destination the 


camels were slaughtered, the cylinders recovered and 
the flesh of the camels sold cheaply. Suspicion having 
been aroused when nine poor-looking camels in charge 
of bedouins arrived in quarantine at Kantara, a pro- 
posal was made by the police to purchase one of the 
animals. An offer of three value was 
promptly refused. This confirmed the suspicion and 
the Arabs in charge were detained and aceused of 
drug-smuggling. One of the animals quarantined at 
Kantara was slaughtered and zine cylinders contain 
ing nareoties were retrieved from its stomach. All the 
eamels detained at Kantara and El Arish were then 
slaughtered. In all 319 eylinders were recovered 
containing 44 kg. of opium and 15 kg. of hashish. Later 
two more captures were made accounting for 121] 
eylinders containing 6 kg. of opium and 2 kg. of 
hashish. 


times its 


Great as is the ingenuity of the smuggling 
gang, it is more than matched by the vigilance and 
resourcefulness of the Central Narecoties Intelligence 
Bureau of Cairo. 


INHIBITION OF LACTATION 


Iv is now established that lactation is initiated and 
maintained by a laectogenic hormone, or hormones, 
secreted by the anterior lobe of the pituitary and 
acting only on the mammary gland that has been 
brought to full development by the action of the 
ovarian hormones. The secretion of the various hor- 
mones of the anterior pituitary is partly dependent 
on the level of estrogenic hormones within. the body, 
and is inhibited either by a natural increase in this 
level or by the administration of large doses of 
cestradiol benzoate. These observations have been 
successfully made use of in suppressing lactation 
during the puerperium by intramuscular injections of 
large doses of wstradiol benzoate. The disadvantage 
of this method is that it often causes after-pains and 
increased uterine blood-flow. Foss and Phillips,’ how 
ever, have reported that lactation may be suppressed 
by small doses of estrone by mouth and that there 
are then none of these unpleasant side-effects. They 
point out that the doses used are too small to have 
any inhibitory effect on the anterior pituitary, and 
consequently conelude that in suppressing lactation 
cestrone may act specifically on the mammary gland 
by inhibiting the action of the lactogenie hormone. 

Testosterone propionate in sufficient dosage also 
inhibits the function of the anterior pituitary, and on 
this account two groups of American workers have 
used it to inhibit lactation in women during the puer- 
perium. Birnberg, Kurzrok and Klor’* treated fifty- 
six patients with varying doses and at different stages 
1. Foss, G.I 


”. Birnberg, C. I 
January, 


and Phillips, P. Brit. med. J. 1938, 2, 887. 
; Kurzrok, L. and Klor, 8. J. 
1940, p. 107 
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after delivery, and obtained favourable results in 
forty-nine. The results were uniformly good with a 
total dose of 125 or 150 mg. given in divided doses of 
25 to 50 mg. intramuscularly at twelve-hour intervals. 
Lactation, engorgement and pains in the breasts did 
not recur after treatment was stopped. Single doses 
of 100 mg. and 125 mg. were generally ineffective re- 
gardless of the time of administration. Siegler and 
Silverstein ° similarly treated fifty patients with total 
doses of testosterone propionate varying from 25 mg. 
to 125 mg. given in three or five divided doses every 
twelve hours. They obtained successful results in 
forty-seven patients. Pain in the breasts was the 
first symptom to disappear 8 to 12 hours after the 
last injection, and cessation of lactation and complete 
involution of the breasts occurred as early as the 
second day after treatment was stopped. There were 
no after-pains and no interference with postpartum 
bleeding. As little as three 10 mg. doses appeared to 
be quite as effective as larger doses. This appears to 
be a useful and inexpensive method of inhibiting 
lactation. 


CYANOSIS IN SULPHONAMIDE THERAPY 

A Great deal has now been written about the cyanosis 
that may arise during treatment with drugs of the 
sulphonamide group. It is generally agreed that the 
symptom is often associated with methemoglobin or 
sulphemoglobin in the blood, but several observers have 
reported its development in cases where no alteration 
of the blood-pigment could be detected spectroscopic- 
ally, and some of them, such as Ottenberg and Fox,* 
have maintained that a coloured aniline derivative is 
formed in the blood-stream. Campbell and Morgan *® 
suggested that if samples of blood were examined 
promptly and in concentrated solution the number of 
eases of cyanosis without demonstrable methemo- 
globinemia or sulphemoglobinemia might be consider- 
ably reduced. More recently, Vigness, Watson and 
Spink® have made a careful spectrophotometric 
analysis of blood from cyanosed patients undergoing 
treatment with sulphonamides, and they conclude that 
the symptom is always due to the presence of 
methemoglobin or sulphemoglobin. In this connexion, 
Richardson’ has reported an interesting series of 
animal experiments. When chickens are _ given 
massive doses of sulphanilamide they develop cyanosis, 
which is always associated with definite methemo- 
globinemia. On the other hand, the cyanosis develop- 
ing in mice treated with large doses of the same drug 
is due to the formation of sulphemoglobin. In neither 
ease could the presence of any other pigment in the 
blood be demonstrated. This species difference in 
reaction presumably arises from differences in the 
sulphur content of the food of these animals. Fox 
and Cline® suggest a compromise. They have shown 
that when a solution of sulphapyridine is exposed to 
ultraviolet light a blue oxidation derivative is pro 
duced, which is capable of altering oxyhemoglobin 
to methemoglobin. They believe that in vivo this blue 
derivative is formed, and that the cyanosis is due 
partly to it and partly to methemoglobin. It cannot 
be said that this view is fully supported by the data 
provided in their paper. An alternative explanation 
is provided by Germain, Gautron and Morand * who 
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suggest that the cyanosis is due in the first instance to 
local capillary dilatation (presumably produced by the 
sulphonamides) which allows of an inerease in the 
reduction of hamoglobin so great as to lead to 
methemoglobin formation. They claim to have 
relieved methemoglobinemia by the subcutaneous 
injection of 2 mg. of adrenaline. On the whole, the 
only conclusions that can at present be drawn are 
that the weight of evidence favours the conception 
that sulphonamide cyanosis is due to the formation of 
methemoglobin or sulphemoglobin in the blood-stream, 
and that a good deal of the doubt and confusion 
would be removed if more careful spectroscopic 
examination of the blood were carried out and if it 
were recognised that methemoglobin is difficult to 
detect in a weak solution of blood. 


RUPTURE OF THE KIDNEY 


THERE is some evidence that rupture of the kidney 
may be on the increase owing to the greater auto- 
mobile and athletic activity of modern life. This was 
the opinion of the surgeons who diseussed the subject 
at a meeting of the section of urology of the 
American Medical Association.» The speakers dis- 
agreed about points in the investigation of these cases, 
notably about the relative value of intravenous and 
retrograde pyelography, but they all seemed to share 
a lively sense of the perils of nephrectomy in the 
worst cases. Several cases were described from 
personal experience in which the kidney at operation 
was found floating in a pint or more of blood, and in 
which securing the pedicle was so difficult that the 
patient’s life was in danger from hemorrhage 
throughout the operation. David M. Davis was 
quoted as saying that in some eases it is beyond human 
power to remove the kidney and save the patient. 
George C. Prather analysed the 20 eases that had 
come under his care, with a view to giving a guide as 
to the cases which required operation. All agreed 
that the simpler forms of injury, such as contusion 
and subeapsular rupture, are best left alone; they 
will recover, and radiography suggests that kidney 
function is little impaired. It is impossible for any 
severe damage to happen to the kidney substance 
without rupture of the capsule. Pyelography then 
shows extravasation of opaque fluid into the perirenal 
tissues. Fullness in the flank, as a sign of renal 
damage, occurs with severe bleeding, possibly accom- 
panied by extravasation of urine, and this can happen 
only when the capsule is torn. At the time of injury 
almost every case has pain in the flank; in the cases 
which are bleeding freely this pain increases in 
severity and passes downwards to the iliac fossa, and 
at the same time there is discomfort in extension of 
the hip-joint. Prather emphasised increasing tender- 
ness in the lower abdominal quadrant and psoas 
spasm over a period of twenty-four to forty-eight 
hours as indications for operation. Hematuria is so 
important a symptom that it must be sought by 
catheterisation when no urine is voided naturally. 

Most American surgeons seem to make a practice of 
doing a ecystoscopie examination of their cases of 
renal injury, and, except when the patients are in 
extremis, to aim at getting pyelograms of both kidneys. 
Those who sponsor the intravenous route point to the 
dangers of forcing fluid through a damaged renal 
pelvis. This danger is accepted by the advocates of 
the ascending pyelogram, who consider it justified by 
the more accurate information it gives. They say that 


intravenous pyelography is of little use in cases of 
extensive 


damage because the renal function is 


1. J. Amer. med. Ass., Jan. 20, 1940, p. 207. 
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depressed on the injured side. But there can be no 
argument that an intravenous pyelogram can show 
leakage from a damaged kidney, even if it is not 
successful in every case, and where such an aid to 
diagnosis is required it seems to be the safer method. 
It will at least remove all doubt as to the presence of 
a second kidney. The dye-excretion test is probably 
only of much value as a test of the function of the 
sound kidney, for the hematuria of the damaged side 
obseures the colour of the dye. 

The operative mortality of rupture of the kidney 
is high. Figures analysed by Franklin Farman and 
quoted in the discussion suggest that about a third of 
the patients with more serious injuries die whatever 
the plan of treatment. Farman thinks that it is 
wrong to consider nephrectomy as the only alternative 
to expectant treatment. Conservative surgery has a 
definite place. Urological investigation now shows 
that functional recovery is possible after the repair 
of quite large rents, and the rapid regeneration of 
tubular epithelium has been experimentally demon- 
strated in rabbits. It is probably best not to rely on 
expectant treatment in cases which are not showing 
evidence of clinical recovery. Control of bleeding is 
absolutely essential. A carefully planned operation 
may be impossible, but if rapid judgment suggests 
that repair is practicable it may be wise to attempt it. 
It is in the handling of the imperfectly seen organ 
that operative hemorrhage may become so alarming. 
Farman advises nephrectomy when there is extensive 
destruction of tissue, injury to the pedicle, unrepair- 
able tears of the pelvis or ureter, or persistent 
hemorrhage. 

INFANTILE PELLAGRA 

Tue fact that age often plays an important part 
in determining the clinical picture of a disease is 
apt to be overlooked when some unusual symptom- 
complex in younger children is met with for the first 
time. This was well exemplified in infantile beriberi, 
which was described by G. W. Bray in 1928. History 
repeats itself, again in connexion with a nutritional 
disorder of childhood. In 1926 R. A. W. Proctor 
reported what he considered to be a new disease among 
native children in Kenya, characterised by the develop- 
ment of areas of dermatitis on the limbs in which the 
skin became black and then peeled; these were asso- 
ciated with diarrhoea and m@dema of the face and 
extremities. Some seven years later C. Williams 
published an account of a similar condition noted in 
children on the Gold Coast, again thought to be a new 
clinical entity. From the descriptions and photo- 
graphs of cases the disease was, however, at once 
recognised by H. S. Stannus as pellagra. Further 
observations from various parts of tropical Africa 
appeared and these were collected together by Stannus 
in 1936. In 1937 an excellent account of the condi- 
tion as seen in Kenya was given by H. C. Trowell, 
who has now? reviewed the affection as it has been 
observed not only in east and west Africa but 
in the Congo, in various parts of Central America, 
Cuba, the United States and elsewhere. Trowell 
in general confirms the diagnosis of pellagra but 
believes that for the cdema, often marked and 
characteristic of this infantile disease, some other 
explanation is necessary. He shows that there is a 
good deal of evidence for thinking that the condition 
is akin to what has been termed nutritional edema 
associated with a deficient intake of albumin. Gidema, 
though not a constant symptom in pellagra, has been 
remarked in some groups of pellagrins, but the actual 
relationship between oedema and pellagra is still uncer- 


1. Trans. R. Soc. trop. Med. Hyg. January, 1940, p. 389. 
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tain. 


e1es in 


(mong native races it is probable that deficien- 
single are rare, though there 
may be a preponderating loss in one direction. This 
is well known of pellagra and is a possible explanation 
of its varied clinical picture. As regards treatment, 
were too few to do more 
nicotinie acid combined with a diet 
containing eggs and milk tended to promote recovery. 
The infantile pellagra is not without 
importance now deprivation in 
many European countries may soon reach a point 
where the intant population develop 
deficiency states of many kinds. 


dietetic factors 


Trowell’s cases in Kenya 


than suggest that 


recognition of 
when conditions of 


begins to 


THE COMPOSITION OF FOODS 

For the last fourteen years Dr. MeCance and his 
colleagues have been carrying out a laborious research, 
first at King’s College Hospital and lately in the 
department of medicine at Cambridge, into the 
foodstuffs. Some of their 
results have already been published in special reports 
of the Medical Research Council, who have supported 
the research. Their detailed analysis has now covered 
almost all foods commonly eaten in this country, and 
their full findings were published this week as No. 235 
of the special reports.’ All the important organie and 
mineral constituents of food have been estimated with 
the exception of the vitamins, which have been exten 
sively investigated by other workers. The foods have 
been analysed not only in the raw state but also as 
prepared for the table, and studies have been made 
of the loss in cooking. The classification adopted is 
a practical one, the foods being grouped as follows: 
and cereal foods; dairy products; meat, 
poultry and game; fish; fruit; nuts; vegetables; sugar, 
preserves and beverages ; condi 
ments; vegetable fats; cakes and pastries; puddings; 
meat and fish dishes; egg and cheese dishes; and sauces 
and In the ease of cooked dishes containing 
several ingredients recipes were selected from standard 
cookery books and the mixture was weighed before 


chemical composition of 


cereals 


sweetmeats ; beers; 


soup. 


and after eooking so as to determine the loss of 
water from evaporation. The composition of the 
cooked dish was then computed from that of the 
ingredients. The recipes adopted are set out in 


the report by C. M. Verdon-Roe. The results of the 
each food are stated in grammes or milli 

first per 100 grammes and then per ounce, 
and the acid-base balance of each food is expressed 
in terms of decinormal acid or alkali. Finally there 
are tables showing the “available” phosphorus and 
iron. The report will be a valuable basis for further 
work both in the dietary 
l human nutrition. 


the study of 


analysis of 
grammes, 


treatment of disease and in 


IMMUNISATION AGAINST MALARIA 


PASSIVE immunity to malaria was produced as long 
ago as 1917 by Sotiriades,- who injected blood from 
general paralytics who had been given malaria therapy 
into patients with acute malaria. Prophylactie active 


mmunity now appears to have been effected by 
Schilling. In 1937 he found that he could inject 
about 100 schizonts into a healthy person (himself) 


without producing fever and without being able to find 
parasites in his blood afterwards. His next step was 
the inoculation fo 12 mental patients (not 
paralyties) with inereasing doses of schizonts, and he 


general 
was able to work up to 80,000 schizonts without any 


1. Chemical Composition of Foods. By R. A. MeCance, M.D., 
F.R.C.P., and E. M. Widdowson, B.Sec., Ph.D., Spec. Rep 
Ser. med, Res. Coun., Lond. No. 235, H.M. Stationery Office, 
1940, pp. 150, 48 
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febrile reaction. On the other hand, control is inoeu- 
lated with a single dose of 1000 schizonts developed, 
after a long incubation period, a typical tertian 
malaria. This led Schilling to attempt experimental 
immunisation against malaria in the same way; but he 
found that his subjeets still developed malaria when 
bitten by an infected mosquito—i.e., there was no 
immunity against the sporozoites. So he experi- 
mentally inoculated 12 medical volunteers (including 
himself) with sporozoites counted in an emulsion of 
the salivary glands of an infected mosquito: 7 of 
them received 200-1600 sporozoites subcutaneously 
without developing fever and without parasites appear- 
ing in their blood; but when the doses were doubled 
at the next injection all the subjects developed 
malaria. Schilling points out that this is what one 
would expect, because, after all, the natural mode of 
conveyance of malaria is always by sporozoites and 
never by schizonts. In similar experiments, made 
later at Siena, he inoculated another 12 people and 
found evidence of slight immunisation. In a still 
later experiment Schilling injected the sporozoites 
intravenously, and in this way he gave successive doses 
of 100, 500, 2500 and 8000 sporozoites spread over 
two months without producing any fever. Next he 
tried to produce immunity by giving injections of 
schizonts followed by sporozoites. Three of his 
patients were educated up to doses of 27,600, 27,600 
and 32,000 schizonts, and were then given injections 
of sporozoites. The first of these developed malaria 
at the fifth injection (1200 sporozoites), but the second 
had four injections and the third two injections and 
did not develop malaria. When both patients two and 
three were subsequently bitten by infected mosquitoes, 
patient three developed a typical malaria, but patient 
two has remained for three months without fever and 
without parasites in his blood. Schilling claims that 
in this way, without causing fever, he has produced 
active immunity in a human being against malaria. 


R.M.O.’s AGAIN AVAILABLE 

Tue work of the Insurance Regional Medical Ser- 
vice, suspended at the outbreak of war, has now been 
restored on a restricted seale. Approved societies 
have been informed that insured persons may again be 
referred for advice about incapacity for work. Prac- 
titioners can now refer cases for examination to the 
appropriate divisional medical officer: north-western 
division, 103 Portland Street, Manchester; north- 
eastern division, Century House, South Parade, Leeds, 
1; south-western and south-eastern divisions, 4, Cen- 
tral Buildings, Matthew Parker Street, London, 
S.W.1; Welsh division, Welsh Board of Health, 
Cathays Park, Cardiff. 


The Lancet 100 Years Ago 


March 7, 1840, p. 900. 


From an article on a new chemical combination of 
arsenic, mercury, and iodine, by Mr. Donovan. 


TRITURATE 6-08 grains of finely-levigated metallic 
arsenic, 15-38 grains of mercury, and 50 grains of iodine, 
with one drachm measure of alcohol, until the mass has 
become dry, and from being deep brown has become pale- 
red. Pour on eight ounces of distilled water; and after 
trituration for a few moments, transfer the whole to a 
flask; add half a drachm of hydriodic acid, prepared by 
the acidification of two grains of iodine, and boil for a few 
moments. When the solution is cold, if there be any 
deficiency of the original eight ounces, make it up exactly 
to that measure with distilled water. Finally, filter... . 
Mr. Donovan recommends this formula in cases in which 
its ingredients have been found serviceable. 
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SPECIAL ARTICLES 


HOW TO TREAT CEREBROSPINAL FEVER 


THE responsibility of the practitioner is as heavy 
in cerebrospinal fever as in any disease with which he 
is called on to deal, for the need of immediate treat 
ment is now as great as in diphtheria. Without effi- 
cient treatment the case-fatality rate may be as high 
as 60-70 per cent., whereas chemotherapy correctly 
applied is capable of reducing the rate to 5-15 per 
cent. This saving of life will, however, only be attained 
if practitioners are fully alive to the principles on 
which the success of chemotherapy depends. They 
can be summed up in a sentence: the correct drugs 
must be given in adequate dosage and at the earliest 
possible moment. Treatment is so specialised and 
such a high standard of nursing is required that it 
is desirable to send almost all cases to hospital, but 
no delay in beginning treatment can be excused, and 
while admission is being arranged the suspected case 
should be given a full dose of sulphapyridine without 
waiting for confirmation by lumbar puncture, the 
hospital authorities being informed of the dose given 
and the time of administration. 


DIAGNOSIS 

The diagnosis and treatment of the disease, as well 
as what is known of its epidemiology, are explained 
in a memo published this week by the Ministry of 
Health,’ which should be studied by all practitioners 
likely to meet with cases. The memo points out that 
some nine-tenths of adult cases show a fairly typical 
clinical picture, but in 2-3 per cent. the meningo- 
coccal septicemia is so rapid that coma and death 
supervene before meningitic symptoms have had time 
to develop. In the remainder the invasion is mild and 
the symptoms are those of a general infection only. 
Abnormal types are more common in infants. 

Clinically the diagnosis is mainly determined by 
five symptoms: intense headache, vomiting (almost 
invariably accompanied by constipation), pyrexia 
(usually moderate with a comparatively slow pulse), 
stiffness of the neck, and Kernig’s sign. The patient 
seems more ill than his temperature and pulse indicate, 
cerebration is slow or otherwise abnormal, and stupor, 
delirium or coma may be present early. The rashes, 
which are an inconstant feature of the disease, though 
they have been common in the present epidemic, 
include petechiz, macules, and oceasionally in the 


early stages rose-red papules and large purpuric 
patches. Labial herpes is common but appears later. 


A petechial rash and subcutaneous hemorrhages, 
which may be large, are the rule in the fulminating 
cases soon after the onset. 

In the usual ease of moderate severity diagnosis is 
not difficult even without a lumbar puncture, but in an 
epidemie period the appearance of a petechial or pur- 
purie rash accompanied by fever and cerebral irri- 
tability, even in the absence of a stiff neck or Kernig’s 
sign, should be considered sufficiently suspicious to 
warrant the commencement of chemotherapy. In 
infants neck rigidity is often slight in the early stages, 
and the smallest degree of stifiness is suspicious. 

Mild eases are easily mistaken for influenza or 
typhoid fever. Malaise or sore throat may be fol- 
lowed by increasing headache and generalised pain 
with a rise of temperature to 100-103° F., and possibly 


1. Memorandum on Cerebrospinal Fever. Ministry of Health 
memo 234/Med., H.M. Stationery Office. 1940. Pp. 10. 
2d. This article is based partly on the Ministry’s memo 

and partly on the present practice at the Park Hospital 

0.) 
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vomiting. The mental condition may be unaffected, 
but there is as a rule some degree of neck rigidity and 
Kernig’s sign. 

Examination of the cerebrospinal fluid settles the 

diagnosis in all but exceptional cases. 
THE NEW REMEDIES 

Choice of drug.—Sulphapyridine (M. & B. 693) and 
sulphanilamide (Sulphonamide P,  Colsulanyde, 
Streptocide, Prontosil album) are the only drugs 
which should be used. Both of these are effective 
against meningococcal and streptococcal infections, 
but sulphapyridine is the more potent and is also 
effective against pneumococci—an advantage when the 
exact diagnosis is in doubt. Sulphapyridine is there- 
fore the drug of choice, and it should be given in 
full doses as soon as the diagnosis is suspected, 
together with liberal fluids. If the patient vomits the 
first dose a second should be given, possibly suspended 
with mucilage; if this is vomited the patient may be 
given a similar dose of sulphanilamide or a deep intra- 
muscular injection of the sodium salt, sulphapyridine 
soluble, the dose for an adult being 3 ¢.cm., which 
contains 1 g. of the drug. Intramuscular injection is 
also useful in delirious or semicomatose patients or 
where head retraction makes swallowing impossible. 
Alternatively in such cases the drug may be given 
through a nasal or stomach-tube. 

Dosage-—The dosage should be high during the 
first 24 days and thereafter should be progressively 
reduced. The, period of treatment should not exceed 
7-9 days. During the first 24 days the daily dose 
for an adult should be 9 g., given at four-hour 
intervals day and night. Experience shows that this 
high initial dosage is safe, and underdosage in the 
early stages may allow the organisms to become drug- 
resistant. For infants and young children the 
amount given, in proportion to body-weight, should be 
about twice as high. Banks ? suggests the following 
daily dosage for the initial period. 

5-10 10-15 Over 15 
Daily dosage (g.) 3 44 6 74 9 





Agein years .. 0-2 2-5 


An adequate fluid intake must be ensured at the 
same time. For adults 3-4 pints a day should be 
aimed at, a nasal or stomach-tube being used if 
necessary. 

Fulminating cases are a special problem. There 
is the necessity for rapid mobilisation of the drug to 
all the tissues, and a further necessity of supplying 
fluids to patients who are unable or unwilling to 
swallow. Here the first few doses may be given as 
an intravenous injection of sulphapyridine soluble 
diluted in three or more volumes of saline or as a 
deep intramuscular injection of the same drug. For 
an adult an excellent beginning is 1 g. (3 ¢.em.) of 
sulphapyridine soluble intravenously combined with 
1 g. intramuscularly. Rectal or intraperitoneal saline 
(300-400 e.cem.) may be required and in infants con- 
tinuous-drip subcutaneous saline is valuable. An 
experienced nurse may be able to pass a No. 6 tube 
through the nose or a No. 10 by mouth to the stomach, 
and so administer both the drug and fluids. 

Serum.—While practical clinical evidence of the 
need for combining serum with chemotherapy in ade 
quate dosage is lacking, there is some experimental 
evidence that the combination is sometimes more potent 
than sulphapyridine or sulphanilamide alone. In a 
fulminating ease, or when the patient is comatose when 


2. Banks, H. S., Lancet, 1939, 2, 921. 
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dose (20-100 ¢.cm.) of serum may 
given intravenously and an intrathecal dose when 
the first lumbar puncture is done, but this rarely needs 
to be repeated. 


first seen, a large 


pe 


should be earried out for 
diagnosis and to relieve pressure symptoms, and on 


to progress. 


Lumbar puncture 


ilternate day assess 


rOXIC EFFECTS 


The toxie effects of chemotherapy in cerebrospinal 
fever are mainly of a minor nature and treatment 
seldom has to be stopped on account of them. 


Patients on a high dosage of sulphanilamide look ill 
owing to cyanosis, whereas those on sulphapyridine 
feel ill because of depression and nausea. 
constantly appears within 24 hours on large doses 
of sulphanilamide, but it may be ignored unless 
there is severe anmmia or dyspnoea trom respiratory 
Other toxie effects of 
sulphanilamide are drowsiness, disorientation, mental 
confusion, hallucinations and rarely papular rashes; 
vomiting is uncommon. With sulphapyridine cyanosis 
is less marked, but nausea and vomiting, malaise and 
general depression may be troublesome, and transient 
hematuria often been reeorded. These may 
necessitate a change to sulphanilamide, and when 
hematuria persists fluids should be increased and the 
urine kept alkaline with citrate. The danger of 
agranulocytosis is small if the period of administration 
s restricted to 9 days, though the Ministry’s memo 
advises a white-cell count after the third day of treat 
ment and another a few days later. The memo also 
recommends that in hospital practice the drug 
content of the blood and cerebrospinal fluid should be 
estimated. 


Cyanosis 


complications. oceasional 


has 


SEQUEL.E AND CONVALESCENCE 


treatment of complications is now rarely 
In the current epidemic arthritis of the 
knees and shoulders more common than 
This yields to simple measures of rest and 
Pareses of ocular muscles, especially 


The 
necessary. 
wrists, is 
formerly. 
immobilisation. 


the external reetus, and of other eranial nerves elear 
ip as a rule within a few weeks, with the single 
exception of the auditory nerve. Unhappily, 


permanent nerve deafness still develops in about 2 per 
cent. of treated cases, and it is usually bilateral. 

Convalesecence is rapid, and most patients are fit for 
work about two months from the onset. 
There is no reason for taking nasopharyngeal swabs 
as a eriterion of fitness for release from hospital. 


their in 


GENERAL MEASURES 


Disinfection can be limited to articles likely to have 
heen soiled by discharges from the patient’s nose or 
mouth. The general rules of hygiene as regards fresh 
air and the avoidance of droplet infection should be 
followed. Masks should be worn by attendants. 
When cerebrospinal fever appears in a residential 
institution the nearest approach to open-air life day 
and night should be aimed at. In dormitories the 
pace between beds should be at least 3 ft., and if it 
than 34 ft. beds should be turned alternately 
head and foot. Child contacts should be exeluded 
from school for three weeks. A search for carriers is 
not advisable as a routine. Where such are found they 
should sleep alone and avoid erowded assemblies, and 


s less 


should be as much in the open air as possible. Most 
carriers become free in two or three weeks with no 
treatment other than fresh air and exercise. 

feasures of control are discussed by Dr. Banks in Lancet, 


Jan. 6, 


1940, p. 42. 
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MINERS’ NYSTAGMUS 
BY A CLINICAL PSYCHOLOGIST 


MINERS’ nystagmus has been studied and reported on 
by many committees and, as was shown at a recent 
sitting of the Royal Commission on Workmen’s 
Compensation, the subject still calls forth more con- 
troversy than any other in that very controversial 
field. It is not with the hope of settling controversy 
but rather of making clear what are the difficulties of 
the situation that the following survey is put forward. 

The disease was thought to be primarily an oscil- 
lation of the eyeballs which by disturbance of vision, 
especially apparent movement of objects, produced 
dizziness and headaches and therefore incapacity for 
work, but we now know that it is extraordinarily 
complex. 

CAUSE 


OF OSCILLATION 


Many observers, from 1891 onwards, have found 
oscillation in a high proportion of workers at the coal 
face, Llewellyn, a recognised authority, placing it at 
25 per cent. It has been repeatedly noted, too, that 
the miner may be ignorant of the oscillation, which 


may be extreme without any accompanying dis- 
ability. Several theories have been held about the 


cause, but it is generally agreed that oscillation is due 
to working in an illumination below that necessary for 
central vision, with the result that the periphery of 
the retina carries on the whole visual function. In 
conflict with this, however, is the fact that a nervous 
condition associated with nystagmus has been 
described in two occupations remote from coal- 
mining : in maritime crane workers in Genoa, and in 
train dispatchers in America. The crane worker has 
to keep his visual attention constantly fixed upon the 
hook at the end of a swinging chain, and any relaxa- 
tion of that attention may result in disaster to himself 
or others ; the train dispatcher is constantly scanning 
a vast moving sheet of squares and figures, while 
listening to telephone messages and sending out 
instructions that, if at fault, may likewise lead to 
disaster. This apparent contradiction of accepted 
theory is only one of many anomalies to be found in 
published reports of nystagmus, but it is noteworthy 
that all three of the occupations concerned involve 
constant visual stress associated with the knowledge 
of danger. 

NATURE 


OF DISABILITY 


It is plain that oscillation produces disability in 
only a few of those who show it, for the incidence 
of certified cases is rarely as high as 2 per cent. 
of the men employed, even in the most heavily 
affected pits. An early theory seems to have been 
that something happened to a few men with oscillation 
through which they became aware of the apparent 
movement of objects ; then the dizziness and headache 
appeared and disability set in. But this simple view 
no longer suffices. The second report of the Medical 
Research Council miners’ nystagmus committee 
quotes an earlier departmental committee as follows : 


* . . . oscillation of the eyeballs (i.e., nystagmus) 
is the commonest, but not invariably present, objec- 
tive sign. It is not sufficient, and for various reasons 
would not be proper, to merely call attention also to 
the additional symptom, clonic spasm; all the 
symptoms, whether subjective (e.g., movements of 
objects, headache, giddiness, night blindness, and 
dread of light) or objective (e.g., movements of the 
eyeballs, tremor of the eyelids, eyebrows, head, and 
even neck and shoulders), must be taken into account.”’ 
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This was written when it was proposed to add 
blepharospasm to the nomenclature of the disease in 
the schedule of the Workmen’s Compensation Act. So, 
instead of specifying blepharospasm as a diagnostic 
criterion, in 1913 the definition was made to read 
‘‘ whether the symptom of oscillation of the eyeballs 
be present or not.’”? Both the departmental and the 
M.R.C. committees accepted the above enumerated 
symptoms as part of the syndrome of miners’ nystag- 
mus. There is nothing to suggest the existence of 
any suspicion that any of the symptoms were psycho- 
neurotic, although the M.R.C. committee spoke of 
distinguishing between incapacity due solely to miners’ 
nystagmus and incapacity due to other causes, such 
as hysteria. 

All the signs and symptoms of miners’ nystagmus 
are typical of psychogenic disorder, except the oscil- 
lation and, perhaps, the apparent movement of objects. 
There may be incapacity due solely to miners’ nystag- 
mus, but it is comparatively uncommon. It would 
take too long to support this generalisation by an 
examination of all the symptoms that have been 
ascribed to the disease, but some quotations will 
illustrate how their nature has been recognised when 
they were met with in other conditions. H. L. Eason 
wrote (Brit. J. Ophthal. 1917, 1, 465) :— 


‘* Defective vision, headache, night-blindness, in- 
tolerance of light, all the common military ocular 
complaints, are diseases of symptoms with practically 
no physical signs.”’ 


Comparing shell-blindness with compensation cases he 
remarks :— 


‘The tightly closed eyes, the intolerance of light 
. are the same during the War as they were before 
it.’” 
And finally :— 


“The ophthalmic surgeon who . . . writes papers 
on war diseases which consist solely of symptoms, is 
merely writing fairy tales second-hand.”’ 


The signs, too—the word being used to mean some- 
thing that can be seen—can be interpreted differently 
when they occur apart from nystagmus. Here are 
two accounts, one from an official publication on 
nystagmus, the other from Seale Hayne Neurological 
Studies, 1918, describing hysterical ocular symptoms : 


con 


The movements are often obscured by lid-spasm, 
rolling up of the eyeballs under cover of the upper 
eyelids, strong convergence. .. .”’ 

‘“* The external ocular muscles may take part in the 
disturbances, and hysterical spasm of convergence is 
often seen when the eyelids are forced open, in addition 
to the contraction of the superior recti, which tends 
to keep the pupils hidden under the upper lid.”’ 


The writer on nystagmus may be congratulated on 
describing the signs in the fewer words, for both 
observers started with the same material. We must 
bear in mind that psychopathology is a newcomer to 
medicine, and that our conception of miners’ nystag- 
mus has been handed down from generations that 
knew it not. Only this consideration enables us to 
understand how the essential nature of the symptoms 
has been so completely misunderstood. 


BEHIND THE MANIFEST SYMPTOMS 
In any disabling psychoneurosis the superficial 
story as told by the patient may give little indication 
of the trueclinical picture. Toamedical manignorant 
of clinical psychology the patient with an anxiety or 
obsessional state, especially if uneducated, will describe 
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only such symptoms as he has learnt will be believed, 
even if he has to invent them. “ Violent headache, 
insomnia, giddiness, dazzling, defective vision, night- 
blindness, and general nervous and physical debility *” 
appear as the symptoms of nystagmus in a newspaper 
account of evidence before the present commission. 
So they are, but they are partly the conventional 
cover for other and diagnostically more important 
symptoms. Let a medical witness roll them out in 
court, and their respectability will be acknowledged, 
even if his evidence of their existence is doubted. 
Let him describe some apparently absurd but really 
disabling phobia that prevents a man from going 
down pit, and his plea that its very absurdity indicates 
that the man would not have invented it will not save 
him from the suspicion of bolstering up a fantastic 
try-on., Still, thanks to the recognition of night- 
blindness as a correct concomitant of his disorder, the 
nystagmic miner need not expose to ridicule his 
pathological fear of the dark. 

It follows that psychological examination of 
sufferers from the disorder might reveal another pic- 
ture, and an appendix to the third report of the 
M.R.C. committee shows that to be true. After 36 
men had been examined, the findings were sum- 
marised as follows :— 


** Cases were found conforming with hysteria, anxiety, 
and obsessional states. Some unclassifiable cases, 
one of pathological truculence, and another of doubt- 
ful genuineness complete a common picture of any 
collection of ‘nervous’ patients. To regard the 
psychoneuroses in this collection as due to oscillation 
of the eyeballs demands a unique pathology different 
from modern ideas of the origin of such disorders.” 

In 7 men the nervous state was described as 
healthy—i.e., no nervous symptoms were elicited 
(it is not always stated in what way they were dis- 
abled). Only 3 men presented constant oscillation ; 
in others the oscillation could be induced by various 
procedures ; but in 22 no oscillation could be induced. 
When a cross-classification was made, it became plain 
that the oscillation was inversely related to the severity 
of the symptoms; as the oscillation diminished or 
disappeared, the nervous symptoms increased. 
Thus, of the 3 men with constant oscillation 2 pre- 
sented no symptoms except those directly ascribable 
to it, and the third showed nervous symptoms in the 
lowest grade of severity. 

From these observations two different conclusions 
can be drawn, which sum up the difficulties : (1) in 
the 3 men with constant oscillation the incapacity is 
due to miners’ nystagmus, the other cases being 
examples of psychoneurosis or what-not in men who 
chanced to have oscillation once upon a time or can 
still show it in some degree under special methods of 
testing ; or (2) the cases form a generally continuous 
series, the essential nature of the disability being the 
same in all. 


(1) The first conclusion provides us with a rule-of- 
thumb solution of all problems of diagnosis and com- 
pensation. We can set up a standard of oscillation, 
conformity with which is necessary to allow a diag- 
nosis of miners’ nystagmus, and the matter is settled 
once and for all. This has actually been attempted, 
but it involves setting aside the assumed significance 
of nearly all the symptoms noted in the earlier part of 
this article, including those described in the report of 
the departmental committee. It also opens up a 
serious risk, indicated in the second M.R.C, report:— 


‘The conclusion of the matter is that a large pro- 
portion of underground miners while still at work 
exhibit signs of miners’ nystagmus which,if complained 
of,” {italics in original] ‘‘ might establish a claim for 
compensation.” 
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If it be maintained that, to obviate this risk, the 
experienced examiner will consider manifestations 
other than the oscillation and its direct results as 


claimed by the patient, then we are back to the old 
position, except that the examiner will be sometimes 
compelled to reason ‘‘ Yes, this man is disabled by 
all sorts of symptoms that occur in miners’ nystagmus; 
but, since I cannot find oscillations up to the required 
standard, he is not suffering from miners’ nystagmus 
but from something else.” 

It might be claimed that the standard is one not of 
diagnosis but of certifiability. In either case it is 
remote from clinical actualities and bears no relation 
to the severity of the disablement. It may satisfy 
legal necessities, but it seems an extraordinary pros- 
titution of medicine. This attempt at a standard 
makes manifest the dilemma in which we have placed 
ourselves by trying to answer a question to which 
there is no answer, a question based upon the assump- 
tion that there is a physical disease called miners’ 
nystagmus that can cause incapacity apart from any 
psychoneurotic manifestations. 

(2) The second conclusion has to explain cases 
with no apparent symptoms except those arising from 
the oscillation. Anobvious question is why only those 
men, out of so many who show oscillation, are in- 
capacitated by it. The usual answer is that they have 
lost the power of excluding from consciousness the 
perception of the movement of objects. But that is 
how, not why. Why, too, do we find men in whom the 
disappearance of oscillations is followed by the 
appearance of other symptoms? The two questions 
are solved by one hypothesis. The men are 
already victims of a psychoneurosis, and the disability 
from the oscillation, however it comes about, behaves 
as a hystericalsymptom. Like a hysterical tremor or 
paralysis, as long as it lasts it protects the patient 
from further symptoms. When it disappears, he 
may perhaps recover ; or other symptoms may now 
arise, either again hysterical or belonging to a deep- 
seated anxiety or obsessional state. Such a sequence 
is familiar to the clinical psychologist. It may be 
easier to accept this hypothesis if we remember that 
the demonstrably psychoneurotic nature of the other 
ocular symptoms had been unsuspected for decades 
and is even now not a part of our general medical 
knowledge. One is tempted to speculate about how 
far psychological factors may take part in the pro- 
duction of the oscillation, for in any psychoneurosis 
the organ upon which falls some particular stress is 
likely to become the site of functional disturbance. 
Coalmining is an unpleasant, difficult, and dangerous 
trade, carried on in a dim illumination, and the exist- 
ence of a nystagmic syndrome in two other trades 
that combine both visual and nervous strain is very 
suggestive. 

Objections to the second conclusion are not likely 
to take the form of an attack on the arguments 
adduced in its favour. We may turn to the history 
of shell-shock for a parallel—indeed, more than a 
parallel, for the two conditions have much in common. 

Shell-shock came as a new phenomenon of war, its 
victims being described as ‘‘ Wounded ; shell-shock ” 
ind given tokens to wear that marked them as having 
been injured by enemy action, and a pathology of 
separated synapses and punctiform hemorrhages 
was evolved. Then a few psychologically minded 
doctors declared that it was psychogenic and were at 
first ignored or accused of libelling brave soldiers. 
But clinical facts could not be set aside ; the nature 
of the condition had to be recognised, and finally the 
official use of the phrase was prohibited. Then the 
psychologically minded had to fight on another flank 
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and maintain that the subjects of shell-shock were 
really disabled and needed care and treatment.* 

The miners and their advisers will at first resent 
an apparent imputation that there is nothing the 
matter and they are little better than scrimshankers. 
And they will have some justification, for the subject 
has been handled on the outspoken assumption that 
the disorder entitling a man to compensation is one 
thing and a psychoneurosis is’ something else, the 
man foolish enough to suffer from the latter being 
left to work out his own salvation. Not that the 
officially nystagmic miner has much help towards 
salvation, for to give him compensation and leave 
him without either understanding or treatment is to 
push him in the opposite direction. We force him to 
cling to that compensation and get as much as he can 
for as long as he can. 

The hope for each of them lies in a recognition of the 
true nature of his disorder, followed by appropriate 
handling and treatment in the light of modern 
knowledge. Compensation—or, to put it more cor- 
rectly, maintenance when necessary—-should go hand 
in Hand with that handling and treatment and not 
be regarded as the one and only need. 


A NEW APPROACH NECESSARY 

Ophthalmic surgeons concerned in the diagnosis of 
nystagmus are often well acquainted with their men. 
Even if ignorant of the details of psychopathology, 
they recognise, by the clinical intuition that comes 
from unformulated experience, when a man is 
genuinely incapacitated, and often go to great pains to 
find enough nystagmus to justify certification of one 
who, whether they realise it or not, is disabled by a 
clear-cut psychoneurosis. It is not from them that 
the demand comes for a legal standard to control 
clinical judgment. It comes from harassed admin- 
istrators who still have to believe that there can be 
clinically defined, apart from a psychoneurosis, a dis- 
abling physical disease known as miners’ nystagmus. 
This tradition has been handed down by our 
forbears who, in the ignorance that unfortunately 
marked their period, accepted as signs and symptoms 
of physical disease what we now know to be marks of 
a psychoneurosis. They thus unwittingly tied a 
Gordian knot to which the intrusion of the compensa- 
tion factor has added many twists and turns and 
which committees and commissions have for thirty 
years vainly sought to untie. This is the situation, 
and it is to be hoped that we can deal with it without 
waiting for another Alexander. 


IRELAND 
(FROM OUR OWN CORRESPONDENT) 


RETIREMENT OF THE PRESIDENT OF 
COLLEGE, DUBLIN 


UNIVERSITY 


Dr. Denis J. Coffey, having reached the age of 
retirement fixed by statute is to relinquish the presi- 
deney of University College, Dublin. It is now a 
little over thirty years since Dr. Coffey, then a 
physiologist of distinction and of growing reputation 
in his own field, was appointed the first president of 
the new college. The choice surprised many but it has 


* The man, medical or lay, who regards psychogenic disorder 
with moral disapproval has two pitfalls waiting for him. 
He falls for a wrong diagnosis of physical disease when a 
psychoneurosis occurs in people of known integrity (hence 
the “ libelling brave soldiers’’ cry) and, when the true 
nature of the disorder is recognised, he is likely to join 
the kick-in-the-pants school of therapy, exemplified in the 
last war by the declamation ‘“‘ I'd soon cure shell-shock ; 
I'd shoot every man that had it.” 
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proved a stroke of genius. In accepting the appoint- 
ment he had perforce to abandon a eareer full of 
promise as a man of science, but it is now impossible 
to over-estimate the influence of his personality and 
zeal in building up the reputation of his college and 
university. In particular his influence was felt in 
the school of medicine. He had an amazing memory 
for persons and details. He knew all the students 
of the college, with the details of their careers, and 
watched their progress through life with continuing 
interest. Despite his immersion in university adminis- 
tration he kept closely in touch with medical affairs, 
and was a trusted friend not only to his own 
colleagues but to teachers in the other Dublin schools. 
He had been honoured by the University of Dublin 
with an honorary doctorate and by the Royal College 
of Physicians with its honorary fellowship. He 
represented the National University on the General 
Medical Council and has been president of the Irish 
Medical Registration Council since its foundation. 
He earries with him into retirement the good wishes 
of all graduates of the National University and all 
members of the medical profession. 


A TRIAL FOR MURDER 


A trial in the Central Criminal Court, Dublin, has 
raised some problems of medicolegal interest. The 
press reports of the medical evidence were so meagre 
that it is not easy to grasp the opinions of the several 
medical witnesses. A man named Daly, resident in 
Cork, was charged with the murder of a girl named 
Kirk, aged about 25, resident near Midleton, in the 
same county. A midwife, Mrs. Anthony, practising 
in Cork, has been returned for trial on the same 
charge, but subsequent to the conviction of Daly for 
manslaughter her trial has been postponed until the 
next sessions. The girl Kirk was alleged to be some 
nine to twelve weeks pregnant, and Daly’s responsi- 
bility for her condition was admitted. She left her 
home in good health on Aug. 1, 1939, on the 
pretence that she was to join a party in Cork to go 
to the Galway Races, but in facet she remained in 
Cork, in close association with Daly, until her death 
on Aug. 4 in a lodging-house in that city. On the 
afternoon of that day Daly summoned Dr. F. Creedon 
to see her. He saw her about 4 p.m., and at once 
formed the opinion that she was dangerously ill. She 
was semiconscious and seriously jaundiced; and in his 
opinion her condition was hopeless, and caused by 
some drug. He decided to eall a consultant and went 
for Dr. M. Riordan, and in company they saw the 
girl at about 5 p.m. Her face was yellow with blue 
lips, and she was unconscious and believed to be 


dying. They considered the possibility of trans- 
fusion, and went to the Merey Hospital to make 


arrangements therefor. While at the hospital they 
heard of the girl’s death about 6 p.m. A post-mortem 
examination was carried out on the following day 
by Dr. A. J. O'Sullivan. No urine was found in the 
bladder but there was a little coloured fluid. A fuller 
examination of certain organs, which had _ been 
preserved in formalin, was subsequently made by 
Prof. John McGrath, state pathologist. There was 
evidence in the uterus of a recent abortion; the liver 
was necrotic; both in the liver and in the uterus small 
bubbles were seen. Dr. MeGrath expressed the 
opinion that death was due to poisoning. If, he said, 
the girl had died from ergot or quinine poisoning, 
as was suggested by the prosecution, it was possible 
that no traces of them would be found after death. 
He was subjected to much cross-examination on the 
effects of poisoning by these drugs. He expressed 
the opinion that the abortion and death were caused 
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by such poisoning, because he could not reconcile 
them with natural causes. His opinions were sup- 
ported by Dr. J. Cunningham, master of the National 
Maternity Hospital, Dublin. Examination by the 
state analyst, Dr. B. O’Donoghue, failed to detect 
any poison in the tissues. 

For the defence, Dr. G. C. Dockeray, pathologist 
to the Rotunda Hospital, was examined. He held 
that the facts as given in evidence suggested that 
death was due to infection by B. welchii, and his 
opinion was that the death was so caused. There was 
nothing to lead him to form an opinion that the girl 
died from quinine or ergot poisoning. 

In the court Daly was convicted of manslaughter, 
and sentenced to five years’ penal servitude. The 
verdict seems to have been based mainly on other 
considerations than the medical evidence, which 
indeed hardly justified any positive conclusion. 


FRANCE 


(FROM AN OCCASIONAL CORRESPONDENT ) 


IN AND OUT OF THE ARMY 


Army medical services seem, like matrimony and the 
mouse-trap, to be institutions which you crave to enter 
and then long to quit. But not all the inmates react in 
the same way. Doctors in France were called up at 
the beginning of the war by the thousand on the 
assumption that it would be intensely bloody. Now 
the younger members of the profession are asking 
that the older members should be demobilised so as 
to speed up‘the promotion of their juniors. The 
older doctors reply that most of them have done post- 
graduate courses for the purpose of keeping up to 
date in their army work, and having confided their 
practices to others for the duration they see no reason 
for leaving the army at this juncture. On the other 
hand, there are civilian doctors who are grieving in 
idleness in army billets over lost opportunities at 
home. The doctors who have been mobilised but who 
are stationed in their home areas find it galling not to 
be allowed to charge any fee for services rendered to 
civilian patients. In many large towns, even in Paris, 
civilians have experienced the greatest difficulties in 
finding a fully qualified surgeon to operate on them. 
Fortunately the Confédération des Syndicats Médicaux 
Fran¢ais is doing its best to help its members by 
explaining their troubles to the authorities. 


PROTECTION OF PRACTICES 


Many a eivilian doctor now in uniform is haunted 
by the prospect of returning some day to his practice 
and finding it wilted to nothing. How to prevent such 
catastrophes ? The Confédération des Syndicats 
Médiecaux has urged on Monsieur Daladier the desira- 
bility of safeguarding the practices of doctors serving 
in the fighting forces. The medicolegal expert, Dr. Paul 
Boudin, has already drafted a decree-law which, it is 
suggested, the President of the Republic might sign. 
In this draft it is stated that “throughout the dura- 
tion of hostilities and till a date to be fixed by decree 
doctors and dentists who are not mobilised, or who on 
account of their age, health, sex or nationality are not 
liable for military service, are forbidden to establish a 
new medical or dental practice or to take up a new 
professional residence.” And further, “as soon as a 


mobilised person has returned home his locum tenens 
may not practise medicine or dentistry within 50 
kilometres of the locality where he has practised 
during the war, and for a period of 10 years dating 
from the cessation of hostilities.” 








DEATH CERTIFICATES AND PROFESSIONAL SECRECY 

The reputation of French death certificates for 
terminological inexactitude is the logical sequel to the 
law which imposes professional secrecy on doctors. 
The medicolegal problem of combining veracity with 
diseretion in death certificates has been tackled in the 
past with more forensic ingenuity than material 
uccess; and as recently as July, 1939, the French 
\cademy of Medicine listened to a report on this 
ibjeet by Professor Tanon, a member of a com 
mission appointed to study the problem. The 
Ministry of Public Health has now drafted a new 
law which is said to incorporate the points of view 
of all the parties most concerned. According to this 
draft, the doctor who treats a patient at his last illness 
or who verifies a death must declare the cause of such 
a death, and in so doing he is to be freed from the 
obligations of professional secrecy as defined in article 
378 of the penal code. 


SCOTLAND 
(FROM OUR OWN CORRESPONDENT ) 


THE WAR AND MENTAL ILLNESS 


ADDRESSING the corporation of the Royal Edinburgh 
Hospital for Mental and Nervous Disorders last week 
Prof. D. K. Henderson spoke about the relation of 
war to the incidence of mental illness. He said that 
during the air-raids on Barcelona there was no 
nerease in the number of neurotic or psychotie 
patients among the civil population. Children in 
particular were singularly unaffected. It was found 
that the best way of safeguarding the nervous and 
mental health of those exposed to such catastrophes 
is to keep them oceupied at their daily tasks and to 
upset their routine as little as possible. The disturb- 
anees and alarms to which Edinburgh has been sub- 
jected have so far resulted in no increase in mental 
disturbance. Men and women are standing up well to 
the strain of war. Turning to the armed forces, 
Professor Henderson compared the conditions now 
with those of 1914-18. In the last war the amount of 
disability due to so-called shell-shoeck was enormous, 
as was the expense of treatment and pensions. Many 
of these cases were not shell-shock at all; many of 
them had never been abroad or heard a shot fired in 
battle. The term merely appealed to the popular 
imagination and covered a multitude of sins. Physical 
qualities are always considered in recruiting but the 
question whether the recruit is nervously or mentally 
capable of making an efficient soldier is rarely if ever 


answered. { more wasteful policy can hardly be 
envisaged. The mistakes of 1914-18 are in danger of 
being perpetuated. In 1918 Professor Henderson 


wrote a report on eases of mental disorder occurring 
in troops and formulated certain proposals. (1) Those 
showing mental deficiency or neuropathic and psy- 
chotie traits or giving a history or other evidence of 
severe head injury should for the most part be rigidly 
excluded from the army. (2) If it is necessary to 
recruit a certain number of men whose mental health 
is questionable, then under no circumstances should 
they be exposed to active service. (3) Mental special- 
ists should be appointed to reeruiting boards and 
all reeruiting medical officers should be given instrue 
tions to pay particular attention to probable cases of 
mental defeet and whenever necessary refer such cases 
to an expert. (4) Mental specialists should be in 
attendance at every large training centre. If these 
suggestions were adopted Professor Henderson main 
tained that much nervous and mental illness in the 
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armed forces could be prevented. Another point of 


importance he brought out was the waste of man- I 
power resulting from the short-sighted poliey of dis- I 
charging all those who have been incapacitated as a I 
result of a nervous breakdown, especially men who J 
have been certified as mentally unsound. The types é 
of nervous and mental disease arising under war t 
conditions develop at a more superficial level than ( 
similar disturbances in civil life. A large number of t 
war-time cases exhibit transitory episodes from which 1 
they reeover quickly. There is no reason why they ‘ 
should not be efficient in one or other branch ot the 
Services. The breakdown ean be regarded as a failure ] 
of adaptation to difficult and strange conditions, but ! 
once that trouble has been overcome there need be no ‘ 
further difficulty. 
REPAIR OF INJURIES TO BLOOD-VESSELS 1 

On Feb. 29 Prof. J. R. Learmonth delivered a 
Honyman Gillespie lecture in Edinburgh on this 


subject. He spoke first of the different varieties of 
arterial injury and pointed out the difficulty of | 
distinguishing between segmentary spasm of an artery 
resulting from trauma and localised contusion of an 
artery with eracking and fissuring of the intima. 
Direct lacerated wounds of arteries are often 
associated with greater damage to the inner coat than 
inspection of the outer coat suggests. Wounds in 
the long axis of a vessel lend themselves to repair by 
suture but transverse wounds are less suitable and 
bleeding is frequently excessive. Small wounds may 
heal firmly by clotting and often a traumatic arterial 
aneurysm is the result of a simple arterial wound. 
Communication between the wounded artery and a 
neighbouring wounded vein may lead to the forma- 
tion of an aneurysmal varix or a varicose aneurysm. 
Professor Learmonth quoted the rules for the control 
of hemorrhage set out in the Official History of the 
War. Injured vessels visible in open wounds should be 
ligatured at once whether bleeding or not. Both ends 
of the vessel should be tied and if repair is not con- 
templated an injured vessel should be divided between 
ligatures applied to uninjured segments. When a 
large vessel is exposed and has suffered contusion it 
should be ligatured above and below and the damaged 
portion excised. Excision of damaged segments 
removes a strong stimulus to vasoconstriction of the 
vessels providing the collateral circulation. When a 
large vessel has been wounded in the course of a track 
traversing the body or limbs early treatment should 
be expectant. Direct ligature of the bleeding point 
is the most effective method of dealing with secondary 
hemorrhage. In operations on blood-vessels Professor 
Learmonth considered that a bloodless field should, if 
possible, be secured by application of a tourniquet. 
When a tourniquet cannot be used a non-absorbable 
ligature should be applied to the stripped proximal 
vessel rather than a clamp and the tension on the liga- 
ture knot should fall short of that required to rupture 
any of the coats of the vessel. Three ligatures should be 
applied to an artery and the vessel divided between 
the middle and the distal ligatures, the middle being 
then anchored in position to give additional security. 
In operations on blood-vessels in a septic tield the 
tissue planes over it should be left unsutured in order 
to provide free drainage. 

Hitherto the suture of blood-vessels has had limited 
application in military surgery, as there was no way 
of avoiding thrombosis at the suture line. This bogy 
appears to have now been laid by the introduction of 
heparin. A dose of 20 to 100 mg. of heparin in 20 ¢.cm. 
saline solution is injected into the repaired vessel 
proximal to the suture line. The clotting-time of the 
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blood is maintained at two to three times the normal 
by the continuous intravenous infusion (30 drops a 
minute for four or five days) of saline containing 
10 mg. heparin per 100 c.em. Transverse wounds of 
arteries may be sutured if they do not involve more 
than a third of the circumference of the vessel. 
Otherwise the division should be completed and end- 
to-end anastomosis performed. Fine silk in eyeless 
needles is used for the sutures and while the stitches 
are introduced the vessel is prevented from drying by 
dropping sterile olive oil into the open ends. Professor 
Learmonth advised the use of a continuous vertical 
mattress stitch which everts and approximates the 
edges and leaves little thread in the lumen. For the 
treatment of traumatic aneurysm in the early stage 
suture of the vessel is ideal, but if it is impracticable, 
the vessel should be ligatured on each side of the 
wound and divided between. When the lesion reaches 
the stage of a false aneurysm the sae should be laid 
open and the openings into it sutured. If this is not 
possible ligatures should be applied to the vessel on 
either side of the sae. 

The main factor in the establishment of a collateral 
circulation in the distal parts of a limb when its main 
artery is obliterated is the age of the patient. 
Maximal vasodilatation is possible in the young but 
in later adult life the arterial tree loses much of its 


resilience. Hwmorrhage in the vicinity of the 
wound may also exert sufficient direct pressure on 
collaterals to hinder the blood-flow in them, and 


generalised vasoconstriction of the peripheral vessels 
of the extremity may arise from a reflex stimulus 
from the damaged segment. The application of heat to 
a limb threatened with gangrene is known to be unwise, 
but Professor Learmonth recommended that while 
the threatened limb is maintained in a slightly elevated 
position at a temperature of about 34° C. a sufficient 
area of the rest of the body should be heated to about 
45° C. to produce reflex vasodilatation. Sympathetic 
fibres to the affected limb may be blocked by injecting 
Procaine and later aleohol around the preganglionic 
fibres by paravertebral injection in the second and 
third thoracie intervertebral spaces for the arm and 
the second, third and fourth lumbar spaces for the 
leg. Permanent vasodilatation may be attained by 
operative sympathectomy which is a good investment 
for the future nutrition of the limb. Professor Lear- 
month thought this should be carried out through an 
extraperitoneal approach, the sympathetic trunk being 
divided or avulsed at the side of the fourth lumbar 
vertebra. This interrupts all the fibres destined for 
the seiatie nerve which carries the main vasoconstrictor 
supply for the lower limb. 


MEDICINE AND THE LAW 


A Question of X-ray Examination 


THERE was a clear issue of fact in a case, decided 
in the Court of in Edinburgh last week, 
where a patient sued her medical attendant for lack 
of skill, knowledge and eare. She had slipped on a 
mat in her house in Aberdeen. More than four 
months later it was found that the right femur was 
broken. She complained that her doctor, who was 
called in two days after the accident, failed to 
diagnose the fracture, regarded her condition as 
merely one of bruising, and prescribed light massage. 
The doctor maintained that at his first visit and on 
other oceasions he advised that she should go to the 
infirmary for X-ray examination which she refused to 
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do. He said that he never ruled out the possibility 
of a fracture, but he could form no positive opinion 
without a radiogram. He ceased his visits but still 
hoped that she would go to hospital as he had advised. 
In answer to the judge, he said he had not ceased to 
attend her because he thought she was on the high 
road to recovery; he thought that she could not 
remain laid up in her house indefinitely and would 
ultimately feel obliged to follow his advice. 

In a reserved judgment Lord Keith held that the 
doctor had not advised X-ray examination, at least 
not until 4 months after the accident. It was now 
known that the woman had an impacted fracture 
of the neck of the femur, a condition not readily 


diagnosed by ordinary examination. The doctor 
had admitted that he treated the leg for bruisingg of 
the muscles. Massage and exercise had _ been 


prescribed; these were not suitable treatment for a 
fracture. Lord Keith considered that, as the fractured 
femur was not diagnosed and was not discovered till 
43 months after the accident, there was a presumption 
of professional negligence which the doctor had failed 
to rebut. A failure in skill and treatment had, in 
the court’s opinion, been positively established inas- 
much as the doctor had omitted to advise an 
X-ray examination. The patient had not suffered any 
permanent ill effects from the delay, but the cure took 
5 months longer than necessary; the patient was 
entitled to compensation for the pain and additional 
medical expenses. She claimed £750 damages: the 
court awarded £150. 


Hospital Accommodation in War-time 


A Yarmouth inquest last month gave fresh indica- 
tion of the difficulties caused by the Government’s 
requisitioning of hospital beds. A window-cleaner, 
aged 64, had a fall. He was found lying face down- 
wards in a pool of water in a yard. He was taken to 
the hospital and, after treatment, was taken home and 
died a few hours later. The house-surgeon explained 
what was done. No fracture could be found; the 
heart sounds were rapid and seemed feeble; anti- 
tetanus serum was given, two stitches were inserted in 
a cut on the face, and it was thought that the patient 
could best be treated at home by his own doctor. The 
hospital reserved beds for casualties, but the last of 
these beds was gone. There were beds available 
upstairs for war casualties but these were not 
supposed to be used for other purposes. The coroner 
thought there had perhaps been an error of judgment 
in not detaining the patient in spite of all the diffi- 
culties of accommodation. He did not, however, 
desire to go beyond that statement. He recorded the 
verdict that death was due to cardiac failure follow- 
ing an accidental fall from a window. 


Socrety or CHEMICAL INDUSTRY.—A joint meeting of 
the food group and the South Wales section of this society 
with the Cardiff and district section of the Institute of 
Chemistry will be held at University College, Cathays 
Park, Cardiff, at 7 p.m., to-day, Friday, March 8, when 
Mr. A. L. Bacharach, F.I.C., will deliver a lecture on links 
in nutrition. 


House OFFICERS IN THE PROVINCES.—The Minister of 
Health has decided to defer for the present the fixing of a 
definite establishment of house officers in each provincial 
hospital for emergency casualty purposes. Meanwhile, 


the hospital authorities will employ and pay the house 
officers they require for all purposes, and in so far as they 
undertake emergency casualty work, their salaries will be 
reckoned as part of the emergency casualty expenditure 
of the authority. 
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N ENGLAND NOW 


A running commentary from our Peripatetic Correspondents 


Evacuation still looms large in the public mind. 
Not perhaps in the families who have been content to 
remain scattered, nor in those who have light-heartedly 
assembled again—but in the official mind, and in the 
thoughts of those who, having read circular 1495 B. of 
E. and 1936 M.O.H., realise that the present state 
may be but a short lull. Memories of hot and crowded 
railway platforms, buses and one-way streets, the 
children who eried, or got lost, or arrived with their 
little brother the louse much in evidence, may crowd 
out the recollection of how amazingly smoothly the 
transport went. Possibly transport occupied more 
than its share of the picture, for the bigger and 
more important task of disposal was less adequately 
worked out. Should evacuation take place again on 
the grand seale, one thing which will have to receive 
more careful planning will be the medical examination 
of children, if possible at the railhead, and a more 
coherent plan must be evolved for their reception. In 
the acute emergency of September, 1939, peopl were 
willing to take what they were given. Now, after six 
months of quiet and the leak back to towns, there 
has been ample time to register the really good billets, 
to arrange that they should be oceupied by suitable 
children, and to envisage arrangements for children 
who are difficult to place in billets. 

The idea of group evacuation is firmly established 
for the under-fives. It is rare to find a mother who 
can accompany and remain with so young a child, 
beeause there will be other claims on her attention. 
It is rare to find a foster-mother willing to accept 
the whole responsibility for such a child, and the 
evacuation of these children, en bloc, as a residential 
nursery school, with their regular helpers and teachers 
seems the only feasible plan. If this is to be under- 
taken on any large seale—and at the moment the 
Government do not contemplate it—the importance ot 
mobilising and retaining an expert pediatric service is 
thrown into prominence, together with the provision 
of adequate sick accommodation. But it is to be 
remembered that of all groups the under-five child is 
the one most likely to suffer from evacuation per se, 
involving separation from the parents, and in many 
ways least likely to suffer from the fears due to air- 
raids having taken place. The small child does not 
know danger, having no experience of it except 
in terms of what he can sense in his mother’s 
reaction. That he will suffer from any premature 
rupture of the all-important emotional ties he is 
building up between himself and his mother is pretty 
certain. 

While the provision of camp or hostel accommoda- 
tion for all the older children was considered too 
costly, it seems clear that there will always be a 
number who will not settle in billets, or whose previous 
behaviour has diffieult that no billet should 
be asked to accept them. Thus, the idea of the hostel 
or residential school or camp for these children has 
now become the accepted one. Let no-one imagine 
that the staffing of such a unit is an easy matter. If, 
however, the right person is found to run such a 
home it may be one of the most satisfying and pro 
duetive work brought out by this great 
social experiment. Let there be at any rate in the 
background, available for consultation, someone with 
experience both in pediatries and in psychological 
guidance, so that the mistakes and recriminations 
which culminated in a billeting failure are not again 
repeated in the handling at the hostel. 


been sO 


pieces o! 


Indeed, if the need should arise again for mass 
evacuation it will call for a mobilisation, anticipatory 
rather than retrospective, of the services which in 
peace-time are rendered to school-children by pedia- 
tricians, by social workers, and by the specially trained 
personnel of the child-guidance clinics. The needs of 
the evacuated child population are unlikely to be less 
than in peace-time, and their unnatural transporta- 
tion and unfamiliar grouping would suggest that their 
needs are likely to be very much greater in these 
respects. Adequate facilities for physical and psycho- 
logical care would greatly simplify the task of the 
teachers, and would do something to prevent discon- 
tent, both at the evacuation end in the deserted home 
with anxious parents and in the overburdened recep- 
ton area. 

* * * 

The blackout has at any rate made us appreciate 
our forefathers’ preoccupation with the waxing and 
waning of the moon. Amidst all the dark uncertain- 
ties of last autumn the full phases of the harvest and 
hunters’ moons were unforgettable. The quiet radi- 
ance they shed on the familiar London roofs and 
streets, bewitching them out of all recognition, has 
been preserved to some extent in the Illustrated 
London News and Lilliput. But the true magie was 
caught only by the peripatetic. One of the unforeseen 
results of the E.M.S. was the sporadic temptation it 
gave one to walk back to the hospital when I had been 
on a visit to the centre of Town. The word “ sporadic ” 
is used deliberately, for the distance is eight to nine 
miles and the temptation is therefore not one to which 
I would normally suceumb. The stimulation to do so 
must have been derived from the magie which I am 
convinced resides in the full moon. These walks were 
an emotional experience not lightly forgotten. The 
first full moon of this year could not be enjoyed in 
quite the same way, for a long walk was out of the 
question. But I got a lot of wsthetic satisfaction out 
of the view from my bedroom window at the hospital 
over the snow-covered grounds towards the mysterious 
white city in the distance lit up periodically by the 
now familiar flashes of artificial lightning from the 
electric power cables. 

In the early and late phases of the moon we grope 
from kerb to kerb while the stars look down. A 
beneficent Government has now added to the firmament 
“its sum of more to that which hath too much.” I] 
remember my friend first calling my attention to the 
new street lighting in Westminster. We had been 
walking for nearly half an hour and I must confess 
to not having observed this new phenomenon of the 
skies. The lights twinkled at us from the heights, 
whether good-humoured or mocking I eannot say, but 
certainly with that cold aloofness characteristic of the 
wintry stars with which I had confused them. I 
recently experienced another aspect of “The Stars 
Look Down,” this time at the pictures. As I left the 
cinema and walked into the blackout and a tempera- 
ture of zero, whipped to the marrow by a biting north- 
easterly wind, I thought with some envy of Dr. Cronin, 
the spinner of the tale, in the sunshine of California. 
However, a shiver brought this enchanting reverie to 
an end, and taking my bearings on the North Star 
(or perhaps it was the street lamp on the corner) | 
felt my way into the familiar corner of my familiar 
restaurant. There, with the external and internal 
warmth engendered by central heating and food, I 
realised how difficult it is to become passionate, much 
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less eloquent, about social wrongs when they are 
remote from one’s present circumstances, and a full 
measure of credit must be given to Dr. Cronin for 
doing it. 


7 * * 


“You will find it useful,” said the A.D.M.S., “ to 
keep a sanitary diary divided into three columns. In 
the first column you note any suggestions for sanitary 
improvement you see fit to make to the C.O. of the 
unit; in the second you enter the C.O.’s comments; 
and in the third you state what action, if any, is 
taken.” I thanked him and dutifully bought a note- 
book. While I was ruling the pages into columns in 
came the adjutant, a disillusioned old warrior scarred 
from many a war. “ What you got there, doc?” he 
asked. I explained and invited his opinion about it. 
“ Well,” he said, “I suppose you can find plenty to 
put in column one, but I should get a couple of rubber 
stamps for columns two and three.” “ And what,” 
I asked in all simplicity, “ should I have on the rubber 
stamps?” “For column three I suggest ‘ nil’ and for 
column two ‘ balderdash.’” At least, I think he said 
“balderdash.” But, as I said before, he is disillu- 
sioned. 


We are all, I suppose, hearing stories these days 
about the bureaucratic bungler. Here is one char- 
acteristic example. A colleague’s brother, who owns 
a herring drifter “somewhere in the North,’ writes 
with some bitterness about the methods of the Admir- 
alty when chartering these boats for mine-sweeping 
work. First, they (the Admiralty) do not take the 
crews who are expert in the handling of these small 
craft; secondly, they send a carload of “ experts” from 
a distant city to inspect each vessel before it is taken 
over, although every detail of the boat down to the 
last gaiter-button is to be found in the files of the 
Board of Trade; and thirdly, and most heinous of all, 
they have fixed the charge for “scaling” the ship’s 
boilers at approximately five times the regulation 
price, so that the one firm is getting £2 10s. from 
the skipper of a drifter and £17 from the Admiralty 
for doing exactly the same job. Such wastry fairly 
turns the stomach of the thrifty northern fisherman, 
and, financial considerations apart, the psychological 
damage to the Government is considerable. But what 
to do about it? Should one write to the local M.P. or 
to the press or to Winston himself? And would it be 
appropriate to say that the ways of the Admiralty 
are unfathomable? 

These departmental delinquencies must not blind us 
to our own medical muddlings. One hears of too 
many instances of lack of forethought and care in 
the prevention and treatment of sickness and infection 
among our troops. Many of us seem to have for- 


gotten—or have never learnt—the lessons of the 
last war, particularly in regard to the dangers 
of overcrowding when cerebrospinal fever and 


influenza are so prevalent. Here is an instance which 
recently came my way. A group of soldiers with 
*flu—or a good imitation of it—were squeezed into a 
small ward meant to accommodate about half the 
number. One of them was a carrier of a hemolytic 
streptococcus of a type which commonly causes scarlet 
fever. Within a week the streptococcus had spread 
round so that one soldier developed scarlet fever and 
all the others had streptococcal infections, the com- 
parative mildness of which was probably due to their 
own good resistance. It was these secondary infec- 
tions which killed so many people in the influenza 
pandemic of 1918-19. 
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Speaking of infectious diseases, I notice that the 
weekly notifications for two hardy annuals, diphtheria 
and scarlet fever, are this winter anything from a 
tenth to a third of the normal number for London, 
although the numbers for the whole country are not 
much below the average. Obviously, evacuation and 
no schooling are having their effect. Measles, too, 
which should have been well on its epidemic way is 
still a laggard in London. So the war, which with 
its enforced blackout is killing our old men and 
women, seems at the other end of the seale to be 
saving our children, for if measles is kept in abeyance 
till the spring its ravages will be greatly reduced. It’s 
an ill wind. ... 
7 7 * 


These days have made one appreciate that great 
organisation the Metropolitan Water Board—an 
excellent example of a socialism that is essentially our 
own, under control yet out of politics. The other 
example of this of which we never think is the Sewers 
Committee of the L.C.C. So far as I know this has 
never been a bone of contention in our local elections. 
No high-born Tory lady, opposed to all forms of state 
control, has ever raised the standard of a “ Return 
to Cesspools” campaign. No super-individualist has 
claimed the right to empty his own London pit upon 
his own allotment. Where should we be without these 
two great governing bodies? It may be that we 
cannot grow any larger without a reconstruction of 
our northern and southern outflow sewers. It may be 
that the Thames near Muck Flat supports its name, 
yet we never should have grown to this vast size with- 
out these two to help us; and—in the prevention and 
cure of disease we doctors have done nothing in com- 
parison with the engineers who constructed and main- 
tain our water pipes and sewers. These thoughts 
“ame into my mind while gratefully realising that we 
are lucky merely to have had our water-supply cut 
off without a burst, and pondering, as I drank my 
eup of tea, which was worse—to have the supply 
to the house cut off or the bath or soil pipe frozen. 


The prevailing influenza epidemic in Devon has 
so far been characterised by its low virulence and 
high degree of infectivity. Thus though hardly a 
soul has been spared, serious complications or sequele 
have been few. The rusty nails in the throat 
(pharyngitis), the hoarseness or aphonia (laryngitis), 
and the spasmodie cough and constricted feeling in 
the chest (tracheitis) all lead to alarm and despondency, 
but pyrexia is usually slight or absent and most cases 
have substantially recovered in a fortnight or less. 
Aural, sinus and pulmonary complications have been 
rare, and if patients can be prevailed on to keep 
still in a warm place for a few days they soon feel 
better. The lot of the country doctor who has had to 
travel long distances and many of them over snow 
or slush-covered surfaces has perhaps been harder 
than that of many of his patients. One double- 
handed practice has had to cope with as many as 150 
patients a day, counting those able to attend at 
surgery. Such high-pressure work is conducive neither 
to good medicine nor good temper and it is during 
such spells that important blunders in diagnosis are 
most likely to oceur. A state relief system of assist- 
ants, if only for part-time work each day, would be 
of immense help. General practitioners are used to 
working seven days a week and being on eall every 
night; it is only when they are, in addition, called 
on to fight the clock that their burden becomes 
intolerable. 
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PUBLIC HEALTH 


Cerebrospinal Fever 
In the last years in which cerebrospinal fever was 
epidemic in this country, 1931 and 1932, some 2200 
cases were notified in each year. The numbers then 
fell and in 1935 and 1936 the annual total was about 





900. Later came a rise, the numbers being (in round 
figures) 1100 in 1937, 1300 in 1938 and 1500 in 1939. 
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notifications of cerebrospinal fever in England 


and Wales 


Weekly 


In the first seven weeks of the present year there have 
than 1753 eases, the weekly numbers 
being 53, 107, 144, 184, 299, 406 and 560, the last 
being for the week ended Feb. 17. Up to that date 
there was, as the diagram shows, no sign of a slacken- 
ing of the rate of increase and still higher figures 
must be expected, as we stressed last week, although 
the factors are too little understood to justify a dog 
matie forecast. In the last war the peak was not passed 
until mid-April, 1915, and the total number of cases 
registered in that year was approximately 3500. That 
unfortunate record is certainly likely to be broken this 


been no less 


CEREBROSPINAL 
REGIONS 


NUMBER OF NOTIFICATIONS OF FEVER IN 


DIFFERENT 


Week ended 
Counties 


Jan. 20 Jan. 27 Feb. 3 Feb. 10 Feb. 17 
South-Eastern 19 71 110 133 185 
Northern 28 } 0 73 100 
Midland 28 31 44 69 102 
Eastern . R 7 13 16 22 33 
South-Western . 7 19 35 il 66 
Wales & Monmouth 22 23 40 64 74 
Total 141 190 295 402 560 





year. The present incidence, as previously reported, 
has been widespread and the following figures show 
that the rise has taken place in all parts of the country. 
The absolute levels depend, of course, on the sizes of 
the populations involved which at the present time are 
very imperfectly known. It may be noted that the 
totals for the areas do not quite agree with those 
for the whole country as the latter are corrected 
figures. 
Influenza and Pneumonia 


In the week ending Feb. 17 notifications of 
primary and influenzal pneumonia numbered 2074, a 
slight fall from the incidence of the previous two 
weeks, when there were 2219 and 2186 cases. Deaths 
attributed to influenza in the great towns showed no 
material change, numbering 521 compared with 514 
in the week ending Feb. 10. The epidemic, which so 
far must be regarded as a minor one, may not have 
vet reached its peak but the figures at least indicate 
that it is not far from it. The rates plotted in the 
diagram below suggest, in spite of a lack of know- 
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WEEK ENDING 


Death-rates from influenza, per million inhabitants, in the 
great towns of different regions of England and Wales. 


ledge of the present distribution of the population, 
that mortality was nearly stationary in each division 
of the country in the last two weeks reported on. 


Infectious Disease in England and Wales 
DURING THE WEEK 17, 1940 


Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1019; Wwhooping-cough, 509; diph- 
theria, 655; enteric fever, 13; measles (excluding 
rubella), 4055; pneumonia (primary or influenzal), 
2074; puerperal pyrexia, 153; cerebrospinal fever, 
560; poliomyelitis, 4; polio-encephalitis, 1; ence- 
phalitis lethargica, 14; dysentery, 61; ophthalmia 
neonatorum, 72. No case of cholera, plague or typhus 
fever was notified during the week. 

To the 560 cases of cerebrospinal fever Berkshire contributed 
16 (Reading 11), county of Chester 17 (Chester 5), county of 
Derby 11 (Derby 5), Devon 13, Dorset 12, Essex 11 (Colchester 
7), Gloucester 21 (Bristol 7, Lydney 7), Kent 25, Lancaster 36 
(Liverpool 13), county of Leicester 10 (Leicester 6), Lincoln 
(parts of Lindsey) 11, county of London 28 (Islington, Kensing- 
ton, Lewisham, Wandsworth and Woolwich each 3), Norfolk 14 
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(Norwich 5), Somerset 27 (Bath and Taunton each 6), county of 
Southampton 43 (Southampton 12, Portsmouth 6), Stafford 13, 
Surrey 27 (Guildford 8), Warwick 24 (Birmingham 19), Wilts. 14, 
county of Worcester 11 (Worcester 5), Yorks (West Riding) 14, 
Glamorgan 32 (Cardiff 11, Swansea 7), Monmouth 19 (Newport 10) 


county of Pembroke 11 (Pembroke 5). 

Deaths.—In 126 great towns, including London, 
there was no death from smallpox, 3 (0) from enteric 
fever, 14 (0) from measles, 6 (0) from scarlet fever, 5 (0) 
from whooping-cough, 20 (1) from diphtheria, 43 (6) 
from diarrhoea and enteritis under 2 years, and 521 
(47) from influenza. The figures in parentheses are 
those for London itself. 


Carlisle had 3 deaths from measles. Fatal cases of diphtheria 
were scattered over 16 great towns, Liverpool reporting 4. 
Birmingham had 8 deaths from diarrhcea and Birkenhead 3. 
Newcastle-under-Lyme, Norwich and Plymouth each reported 
1 death from enteric fever. 


Deaths from influenza have risen slightly this week to 521 
(from 514 last week). Of the 474 outside London 118 were 
reported from the south-eastern area (Oxford 21, Bournemouth 
9); 182 from the northern area (Manchester 21, Liverpool 12, 
Bolton and Sheffield each 11, Blackburn 10, Stockport and York 
each 9); 118 from the midland area (Birmingham 24, Bristol 20, 
Leicester 16, Nottingham 10); 26 from the eastern area (Norwich 
12); 13 from the south-western area. In the Scottish return for 
the same week Glasgow reports 34 and Edinburgh 31. 


Enema Infection 

Health News, the official organ of the New York 
state department of health, in its issue for Jan. 29 
reports an outbreak of Sonne dysentery in an upstate 
New York hospital which was traced to the use of 
enema equipment. Of the six cases five began on the 
same day, and the only eommon factor was the use 
of equipment to administer fluid by rectum. During 
the previous week the enema equipment had been used 
on an average of 4-8 days by each of the six patients 
who developed dysentery and on an average of 
1:7 days by each of twenty-two other patients 
on the same floor who did not develop dysen- 
tery. In 1929 C. R. Hervey (Amer. J. Pub. Hith, 19, 
166) deseribed an outbreak of typhoid fever traced 
to the use of apparatus for the Harris drip. In 1938, 
Ruth Gilbert (J. Amer. med. Ass. 1938, 110, 1664) 
reported two instances of infection due to enema 
equipment and pointed out that the danger of trans- 
mitting pathogenic bacteria or protozoa by rectum 
may be greater than when such micro-organisms are 
swallowed, since the acid in the gastrie contents will 
kill most bacteria or protozoa unless spores or encysted 
forms are present. Health News points out that the 
scrubbing of enema equipment is not sufficient to 
sterilise it and that even boiling will not destroy 
pathogenic organisms unless the air is completely 
expelled from the interior of the tubing and the 
equipment is entirely submerged in the boiling water. 
Moreover, unless the entire equipment is sterilised the 
part that enters the rectum may easily become recon- 
taminated. 


Points from Annual Reports 

Dr. Leslie Cronk reports that the infantile mortality 
of both the urban and rural districts of the adminis- 
trative county of Southampton was 41. The rates for 
the individual distriets vary considerably, but in most 
the numbers are too small for rates east upon them to 
have any significanee. The death-rate amongst illegi- 
timate infants was 48. The excessive mortality amongst 
illegitimates which ruled throughout the country until 
the present decade has recently yielded rapidly before 
intensive action. Hampshire has a scheme by which 
women engaging midwives ean insure against pay- 
ments for medical attention sought by the midwives. 
Financially this scheme is not successful for the net 
cost to the county council per ease was 9s. 44d. 
for the insured and 7s. 34d. for the uninsured. 
There iis little difference in the calls for antenatal 
and postnatal medical attention between insured and 
uninsured, but the calls during labour are more than 
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twice as frequent in the former than in the latter. 
From this it appears that women like a doctor at 
their confinements, even if his presence is not strictly 
necessary, whereas they do not yet fully appreciate 
the value of medical attention before and after 
labour. The report from Hampshire shows that the 
two chief problems of present-day midwifery are 
toxwmia and antepartum hemorrhage. The outstand- 
ing features in the maternal mortality of 1938 were 
the reduction in deaths from puerperal sepsis and 
the increase from pulmonary embolism. Of the 24 
maternal deaths no less than 7 were due to the latter 
cause. Of 42 eases of failure to notify births 34 
were attended by doctors. In theory everybody 
present at a birth can be ealled upon to notify it, but 
only one notification is required. Doctors generally 
take it for granted that births attended by them are 
notified by somebody else, but they have the duty to 
see that they are notified. One midwife was prose- 
cuted for failure to notify and proceedings against 
one doetor “having frequently omitted to notify 
births” was eonsidered, but abandoned on_ his 
assurance that he would not offend again. The pro- 
portion of babies wholly breast-fed for six months 
was only 59, but in two districts of the county it 
was 79 and 80. Bacteriological examination of milk 
received in London from Hampshire showed that in 
1938 tuberele bacilli were found in 4°82 per cent. In 
the past ten years the percentage has varied irregu- 
larly, the highest being 14-01 in 1929 and the lowest 
3°8 in 1933. These samples would be from bulked 
milk and show the imperative need for pasteurisation 
of the milk supply to large centres of population. 


Dr. Frederick Wolverson, in Dr. Constant Ponder’s 
report to Kent education committee, gives a disser- 
tation on left-handedness. He found about 5 per 
cent. of children completely, and a further 3 per 
cent. partially, left-handed. The condition is more 
often found in boys than in girls. Left-handedness is 
a handicap in a right-handed world, but there is 
difference of opinion whether education should try to 
reverse it. Many say attempts to make left-handed 
children right-handed produce neurosis, while others 
consider that this is so only if methods are used 
which would favour neurosis whatever their object. 
The awkwardness of the left-handed in living a life 


designed for the right-handed might also favour 
neurosis. The subject calls for research and the first 


thing we must find out is what are the causes of left- 
handedness and how its numerous varieties can be 
differentiated. There may be a form of left-handedness 
—there probably is—due to reversal of the cerebral 
functions and this might be incurable. But there is 
reason to believe that most left-handedness results 
from “ accidental ” causes in infaney and is an edu- 
cational rather than a physiological attribute. 


Dr. Henry Whitehead, in his annual report for 
Wigan, tells us that on March 31, 1923, there were 
8234 water-closets, 945 waste water-closets, 7081 pail- 
closets and 1563 privy middens within the borough. 
On Dee. 31, 1938, there were 26,094 water-closets, 142 
waste water-closets, 73 pail-closets and 48 privy 
middens. The majority of the pail-closets and privy 
middens are at unfit houses, or premises not connected 
with sewers. The former automatically disappear as 
housing improves, but unfortunately the law’ still 
allows houses unconnected with sewers to be built. In 
1938, the numbers of new houses built were, by the 
local authority, 362; by private enterprise, 280; total 
642, the largest number in any year since the first 
Housing Act. Since 1921, about 1247 dwellings have 
been demolished and 4643 new houses built. 
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LETTERS TO 
THE FUTURE OF CLINICAL TEACHING 

Str,—Professor Ryle has clearly set out the numer- 
ous circumstances that have resulted in the present 
defects of medical teaching. The same kind of difficulties 
have been met in this country. I was therefore forced 
to offset the increasing bulk of knowledge by means 
of a new method of teaching. This aims at illus- 
trating in pictures the mental associations that the 
doetor must acquire if he is correctly to assess the 
individual ease. I gave a short account of my views 
in the Student’s Number of THe Lancer (1938, 2, 
546), and have now stated them fully in my book 
“Diseases of the Digestive System” (Henry 
Kimpton 

The process that goes on in the student’s or practi- 
tioner’s mind is as follows. The first step is 
perception, which ean be visual, auditory or palpa- 
tory. The impression then has to be fired, or 
retained; this is usually done by forming a mental 
picture corresponding to the impression. The next 
step is to connect the new impression with earlier 
similar ones; this association is highly important in 
both diagnosis and treatment. Finally the student or 
practitioner must be able to recall his knowledge. 
These steps are much simplified by the adoption of 
my method of “ associative illustration,’ and I have 
used it freely in my lectures. The method saves so 
much time and energy that it should be extended to 
hoth pre- and postgraduate teaching, more particu- 
larly now when the time and opportunities for teach- 
ing are curtailed by the war. 

I am, Sir, yours faithfully, 
EUGENE ROSENTHAL. 
Royal Peter Pazmany University, Budapest. 


PNEUMONIA IN THE NEWBORN 

Sir,—I have read the leading article in your issue 
of Mareh 2 with great interest, especially as I believe 
I was the first to deseribe the occurrence of catarrhal 
pneumonia in dead-born foetuses; for Hess Thaysen, 
though he described pneumonia in infants dying from 
one to three days after birth and concluded that they 
must have been infected before birth, did not deseribe 
any examples in the stillborn. In 1922, in a paper 
whieh I read in opening a diseussion on ‘stillbirth 
and neonatal death at the B.M.A. annual meeting in 
Glasgow (Brit. med. J. 1922, y 520), I described 
pneumonia as found in 5 babies delivered by 
eraniotomy and also in a sixth which had lived a few 
minutes. In a later paper (Trans. Edinb. obst. Soc. 
1923-24, 44,196) I deseribed the cases in more detail 
and expressed the view that the pneumonia was caused 
by aspiration during labour of infeeted liquor amnii, 
oeeurring when the membranes had been ruptured 
more than eight hours. This work when it was 
noticed at all was received with scepticism. For 
example, in the report by Holland and Lane Claypon 
(Spec. Rep. Ser. Med. Res. Coun., Lond. No. 109) 
summarising the work on stillbirth and neonatal death 
that had been earried out by myself and other workers 
for the child-life investigation committee of the 
Medical Research Council, you will find: “One of 
the workers (Browne) considers that pneumonia may 
develop before the birth of the foetus, the child dying 
postnatally of the pneumonia. In the absence of 
further proof these have been classed as deaths from 
As a matter of fact, as stated 
above, in my reports to the Medical Research Council 
[ had claimed much more than that—viz., that 
pneumonia might be found in dead-born fetuses— 
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but no notice whatsoever was taken of the larger 
claim which was evidently considered far beyond the 
limits of credulity. It is gratifying after these many 
years to find that the work has been confirmed by 
Johnson and Meyer in America (Amer. J. Obstet. 
Gynec. 1925, 9, 151) and now for the first time in 
this country in 11 eases by Macgregor. 

My chief purpose in writing, however, is not to 
put forward any prior claim to the discovery but to 
emphasise the danger to the child from premature 
rupture of the membranes and to protest against the 
modern craze for induction of labour by artificial 
rupture of membranes. Because of my past experi- 
ence derived from post-mortem examination of the 
lungs of over 600 dead-born and newly-born babies I 
firmly believe this operation to be a dangerous one. 
The bag of waters may or may not be of use in 
dilating the cervix but intact membranes are certainly 
of the greatest value in protecting the amniotic cavity 
and the foetus from infection. If delivery takes place 
within a few hours after the membranes are ruptured 
all may be well, but if it is delayed for many hours, 
and especially if the foetus is at all distressed, it is 
always apt to inhale infected liquor into its lungs, in 
which case it will almost certainly die of pneumonia 
sarly in the postnatal period. Let us hope that when 
induction has to be performed, and nowadays it is 
rarely necessary, we shall soon return to safer and 
more physiological methods. 

I am, Sir, yours faithfully, 
F. J. Browne. 

University College Hospital, W.C.1. 


CONTROL OF CEREBROSPINAL FEVER 


Sir,—The cireumstance referred to in your leading 
article of March 2 that during the past few weeks the 
number of eases of cerebrospinal fever notified in 
England and Wales has been greater than in the 
previous record peak of 1915, and that a considerable 
epidemic is threatened, is of grave importance, and 
in itself a demonstration of the ineffectiveness of the 
measures taken so far to check this disease. 
Admitting the existence of predisposing causes such 
as season and a certain amount of unavoidable over- 
crowding some other statements in the article are far 
from reassuring. It is difficult to avoid the suspicion 
that there is on the part of the sanitary authorities a 
failure to apply some of the information obtained 
during the investigation of cerebrospinal fever among 
troops during 1915-19, recorded in the official medical 
history of the war and in the Special Report of the 
Medical Research Council No. 50. 

Granted that the meningococecus is the causal agent 
of cerebrospinal fever, there are two points in 
particular in your article with which I venture to 
disagree. First as regards the value of the carrier- 
rate of the meningococeus. This was observed ¢on- 
tinuously every week over a period of three years at a 
large depdét, the greatest trouble being taken to avoid 
error from confounding the meningococcus with naso- 
pharyngeal gram-negative cocci common in_ all 
throats and liable to be mistaken for it. During 
summer months in the absence of the disease it fell to 
5 per cent., but in the autumn it rose to 20 per cent. 
just before an outbreak occurred, and the same rise 
was confirmed later before another outbreak. The 
contradictory observation of Dudley and Brennan may 
be exceptional, or possibly may be due to the 
meningococeus operating in certain outbreaks of 
eatarrh apart altogether from cerebrospinal fever. 
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The need of further observations of the ecarrier-rate 
of the meningococcus is obvious because if particu- 
larly virulent strains of it emerge special isolation of 
contacts who are carriers may be required in the 
interests of the public safety. 

The second point is with regard to the practical 
value of a disinfectant spray for reducing the dose 
of mass infection by the meningococeus. Here after 
a large number of experiments a steam spray of 1: 50 
zine sulphate inhaled through the nose in a special 
room was found to free the nasopharynx pro tem. of 
the meningococeus. A portable steam sprayer was 
accordingly installed in camps where cerebrospinal 
fever had broken out and the carrier-rate was high, 
and the results were most promising. In one 
particular camp where this method was used and the 
men treated last thing at night before going to bed 
eases stopped when the treatment was in operation 
but began again at once when it was stopped. 

[I am in cordial agreement with the high value of 
Dr. Alison Glover’s observations and of the promise 
afforded by recent advances in chemotherapeutic treat- 
ment when it is applied early and in sufficient dose. 
Some supervision however will probably be needed to 
ensure that this is carried out. 

I am, Sir, yours faithfully, 
M. H. Gorpon. 


VITAMIN E AND NEUROMUSCULAR DISEASES 


Srr,—In his letter in your issue of March 2, Pro- 
fessor Demole reviews the evidence in favour of the 
therapeutic equivalence of pure synthetic vitamin E 
and the myotrophie and neurotrophic factors present 
in wheat germ and wheat-germ oil. He refers to 
the encouraging trials in such eases (unpublished) 
of 30 mg. and more daily of tocopherol acetate, and 
suggests that such high doses would be difficult to 
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supply regularly for long periods as wheat germ or 
wheat-germ oil. 

The successful series of cases reported recently in 
your pages by Dr. Bicknell (Lancer, Jan. 6, 1940, 
p. 40) had been treated over periods of months with 
half an ounce twice daily of stabilised wheat germ 
(Bemax). Since this daily dose would supply 
approximately 10 mg. of vitamin E it appears either 
that the 30 mg. doses mentioned are unnecessarily 
high or else that other factors associated with vitamin 
E in bemax (e.g., the high content of vitamin B, 
which may well influence the result of treatment) 
as well as the myo-neurotrophie factors mentioned by 
Bicknell considerably enhance the effectiveness of the 
vitamin E present. 

For patients where the least expensive treatment 
must be chosen it may be noted that the cost of 
vitamin E in bemax is a fraction of its cost as the 
synthetic product.—I am, Sir, yours faithfully, 

H. C. H. Graves, 
Director. 


Research Laboratories, 
Vitamins Ltd. 


UNEQUAL REPRESENTATION 


Str,—May I draw the attention of fellows of the 
Royal College of Surgeons of England to the somewhat 
unequal representation on the council of the college 
of the various medical schools of London and the 
provinces? The following list, I think, speaks for itself. 

Middlesex, 4 seats on council; St. Bartholomew’s 
and London, each 3; St. Thomas’s and Royal Free, 
each 2; Guy’s, King’s College, British Postgraduate 
School, Liverpool, Bristol, Manchester, Leeds, Birming- 
ham and Newcastle-on-Tyne, each 1; Charing Cross, 
St. George’s, St. Mary’s, University College, West 
London, Westminster, Sheffield and Cardiff, none. 

I am, Sir, yours faithfully, 


Fre.LLow or Forry-FiveE YEARS’ STANDING. 
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ALEXANDRE BESREDKA 


Tue death of Professor Besredka creates another 
blank in that sadly diminished group of senior savants 
who have spent their working lives in the service of 
the Pasteur Institute. Of Russian birth Besredka 
came to Paris in the train of Metchnikoff, to whose 
laboratory he was first attached in the capacity of 
préparateur with Bordet and Salimbeni as _ his 
colleagues, and of which he became director on 
Metchnikoff’s death. With this master savant as his 
chief and with a colleague such as Bordet, who in his 
seven years at the Pasteur Institute contributed many 
stones to the growing edifice of serology, Besredka 
had an inspiring milieu for his work which influenced 
both his choice of problems and his ways of tackling 
them. One of his early efforts was to apply the 
methods of Metchnikoff to a study of the behaviour 
of phagocytes towards bacterial toxins and endotoxins 
and even mineral poisons such as coloured salts of 
arsenie of poor solubility. With all these he claimed 
that phagocytes could faithfully deal, and that the 
coloured salts of arsenic could be actually seen to 
undergo slow solution in the interior of the leucocytes. 
It is interesting in the light of his chief preoccupation 
of later days—the study of local tissue immunity— 
that he maintained his master’s reluctance to abandon 
the to him all-powerful phagocytic factor in face of 
the encroaching antibody. 

In those early years of the century, which followed 
a period of dramatic success in the specific treatment 


of the true toxemias, much was heard of endotoxins. 
Anti-endotoxins were in the air, as they still are, and 
experiments were on the grand seale. Pfeiffer, Kolle 
and Wright had shown what killed bacteria could do 
to raise the resistance of the body ‘to infection, while 
Wright had introduced the practice of vaccine 
therapy. Besredka’s contributions to this field were 
his studies on streptolysin and his introduction of 
the sensitised vaccine. This latter had for a time a 
considerable vogue because it was caleulated to 
produce little or no local or general reaction. But it 
was soon realised that what antibody development 
resulted was due to dissociation occurring in 
neutralised mixtures, and that on the whole the degree 
of antibody development was much less than that 
which followed the administration of the naked 
antigen. The method, however, has still its uses 
particularly in the initial period of a prophylactic 
scheme, and not so long ago it was the pioneer method 
in prophylaxis against diphtheria. 

In the field of experimental anaphylaxis then being 
intensively studied Besredka devised two methods of 
desensitisation: (1) the administration of the 
anaphylactogen (foreign serum) diluted with distilled 
water and heated to 80° C.; and (2) the fractional 
administration of the shock dose. The latter is still 
used in serum therapy. 

In the last twenty years Besredka has had one main 
preoccupation—the study of local immunity and local 
immunisation practice by the skin and intestinal 
routes—and it is by this work that he is best known 
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and will be best though his inter- 
of the experimental data and the practical 
which he put his deductions have failed in 
respects to erities. To Besredka 
organ susceptible to 
anthrax intradermal vaccination of 
Pasteur’s attenuated strain, or by inunetion, it was 
possible gradually to seeure the solid immunity of the 
ruineapig to anthrax. The method has been success 
ful in other infeetions, but there are no solid grounds 
for the 
desensitisation of the only susceptible cells by contact 
with a very hypothetical non-antigenie constituent of 
culture filtrates whieh he ealled the “ antivirus.” 


remembered, even 
pretation 
use to 


many 


impress the 
represented the only 
infection. By 


he skin 


view that in anthrax its suecess depends on 


In typhoid fever Besredka, influenced perhaps by 
with Metchnikoff’s strenuous efforts to 
syndrome of typhoid fever in the 
chimpanzee by oral infection, and by his own failure 
to produce similar results in rabbits, conceived the idea 
of reducing the resistance of the cells of the 
intestinal mucosa of the rabbit by the administration 
of ox bile. In rabbits so prepared he claimed to be 
uble to induce typhoid-like symptoms by oral infec 
tion. On the strength of his experiments Besredka 
advocated giving bile-typhoid vaeeine by mouth in 
pills in the prophylaxis of typhoid fever. This has 
had a considerable vogue. From the administrative 
side it is perhaps too simple and in mass-immunisation 
work it is impossible to guarantee that the prophy 
lactic doses have actually been taken. It was believed 
by Besredka to immunise without the production of 
antibodies, but there is no doubt that antibodies are 
produced in the same way as with injected vaccines, 
if in lower titre. The method has also been applied 
to the prophylaxis of dysentery and cholera but there 
t is certainly inferior to parenteral vaccines, in spite 
lack of accurate field But the 
method may be valuable in seeuring some measure of 


his association 


produce the 


of the statisties. 


protection rapidly in particular communities and 
places. 

Even if we eannot go all the way with him in his 
views on local immunity mechanisms we owe to 


further investigation of a 
field which is now being illumined by recent research 
into the defence mechanisms of the reticulo-endothelial 
system. 


Besredka the stimulus to 


JOHN LAMPLUGH KIRK 


M.B. CAMB., PH.D. LEEDS 


Dr. John Kirk who died at a Leeds nursing-home on 
Feb. 26 practised for 30 years at Pickering, where he 
enjoyed the confidence and respect of all sections of 
the community. His retiring nature did not prevent 
him taking a large part in publie affairs and he was 
the moving spirit in converting an old cornmill into 
the fine and useful memorial hall. At heart he was an 
antiquarian and his reputation as an archxologist was 
firmly based on seientifie integrity. ‘“ Give me facts, 
I like facts,” he used to say, and contact with his 
fastidious mind intensified in others the perception of 
their worth. His collection of eighteenth-century relies 
first exhibited at the York Art Gallery was removed 
to York Castle where it 
exhibit 


later forms the nucleus of an 
iptly deseribed as a monument of intelligent 
imagination. He was associated with Mr. Philip 
excavating a Roman farm and villa at 
Roman fort at Malton deseribed 
under their joint names and shown at the 
Museum at Malton. In York Castle 


Corder In 
Langton and a great 
In a book 


Roman is also 


an early English street such as was to be met in any 
market town in Yorkshire in the eighteenth century. 
Dr. Kirk 


was one of the trustees of this remarkable 
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collection and took steps to ensure its maintenance in 
perpetuity. 

Dr. Kirk was born in Hull in 1869, went to Christ’s 
College, Cambridge, and then to St. George’s Hospital 
with an entrance scholarship in science. After quali- 
fying in 1897 he was house-surgeon at Great Ormond 
Street and clinical assistant at other London 
hospitals. Much as he loved horses, when the change- 
over to motoring came he weleomed it by winning 
the O’Gorman trophy at Brooklands. He marriec 
Norah, youngest daughter of F. R. Rose of Diss, 
Norfolk, now a member of the Pickering bench of 
magistrates. He leaves his widow with two sons and a 


daughter. 
FREDERICK CECIL POYNDER 
B.M. OXFD 
Dr. F. C. Poynder died on October 28, 1939, at 


East Grinstead, where he had practised from 1899 
until his retirement in 1926. The son of the Rev. F. 


Poynder, second master at Charterhouse, he was 
educated at Cheltenham and St. John’s College, 
Oxford. He took a first-class in classical modera- 
tions and a second-class in classical greats. For a 


short time after graduating he was a elassical master 
at Rugby school. But his thoughts turned to 
medicine and he went back to Oxford to prepare 
himself for the B.M. degree. His clinical work was 


done at St. Bartholomew’s Hospital, where he 
qualified in 1894 and became house-physician to 
Samuel Gee. A_ friend writes: “Careful and 


methodical and with a wide experience of life Poynder 
was a sound e¢linician, but it was his unfailing eourtesy 
and unselfish conscientiousness which endeared him to 
all with whom he came in eontact. A delightful com- 
panion and colleague, he showed ‘that native growth 
of noble mind’ which made conversation with him a 
real pleasure. Throughout life he retained his love of 
the classics and had a wide knowledge of literature, 
especially of poetry; the range of his reading was 
revealed by a pamphlet on prosody which he published 
a few ago. He took part in local affairs, 
especially as president of the literary and scientific 
institute and as a member of the urban district 
council. For many years he was vicar’s warden at 
the parish church.” 


years 


Sir NASARVANJI CHOKSY 


THe death in Bombay last December of Khan 
Bahadur Sir Nasarvanji Choksy, C.1.E., closes a 
remarkable career. He came to be regarded as the 
greatest authority in the world on bubonie plague 
and he did not establish this reputation without hard- 
ship, for in the first outbreak of plague in Bombay 
in 1896 he and his colleagues often had to be escorted 
home from the Arthur Road hospital by soldiers. The 
brunt of this epidemic fell on his shoulders and he 
faced not only general panic but inconceivable difficul- 
ties in securing staff and material for the patients. 
Choksy qualified from Grant Medical College in 1884 
to become assistant professor of anatomy and secre- 
tary of the medical committee of the Factory Commis- 
sion. He was then charged in succession with the 
care of the small-pox hospital and the leper asylum 
and his chanee came when Bombay was desolated by 
epidemics of plague, relapsing fever, cholera and 
small-pox, interrupted by periods of famine. His 
other activities included the joint hon. seeretaryship 
of the Anti-Tubereulosis League and original member- 
ship of the Bombay Medical Union of which he became 
president. He was also an elected member of the 
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Bombay Medical Council. The city’s comparative 
freedom from malaria has been attributed to his 
vigilance as chairman of a big reclamation scheme. 
His name is associated in a special degree with the 
search for a curative serum for plague—an appro- 
priate investigation, for Choksy ascribed his own 
recovery from the first of three attacks of plague in 
1904 to the timely application of serum from the 
Pasteur Institute. After his retirement from fever 
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hospital work he held many public positions, notably 
the joint secretaryship of Sir Leslie Wilson’s hospital 
fund and of the Indian council of the Leprosy Relief 
Association. For these services he received a knight- 
hoed in 1929 and three years later was nominated a 
member of the council of state. Freiburg awarded 
him an honorary M.D., the Académie dg Médecine 
gave him the médaille des epidémies, and King Hum- 
bert made him eavaliere of the Crown of Italy. 


PARLIAMENT 


ON THE FLOOR OF THE HOUSE 
By Mepicvs, M.P. 


THE debates on the Old Age Pensions Bill and the 
strong opposition to the household means test led to a 
critical situation a few days ago. The Government 
seem to have contemplated holding the bill over until 
after Easter, which would have meant postponing 
Part I of the bill dealing with reduction of age entry 
for women, as well as Part II which contains the 
hotly disputed means test provision. But over the 
week-end—that invaluable period for quiet reconsider- 
ation of political and of other matters—a compromise 
was arrived at and the Prime Minister and Mr. Green- 
wood announced the terms of the compromise in the 
classic form of reply to a question by the acting 
leader of the Opposition. The effect of the com- 
promise is to save time and if nothing unforeseen 
oceurs it will be possible to press the bill through 
all its stages before Easter. Outside Parliament the 
bill has come in for stringent criticism by a joint 
meeting of representatives of the Association of 


County Borough Public Assistance Officers, of the 
Society of Public Officials of Scotland and the 


National Association of Relieving Officers held on 
March 1. This meeting declared that the bill retained 
the worst features of assistance according to need 
without retaining any of the mollifying influences 
(such as welfare work) which characterise enlightened 
practice at present. They also pointed out that it 
retains and adds to the anomalies and complained that 
local authorities were given insufficient time to con- 
sider the bill. The bill took up most of the time of 
Parliament last week and will consume a great deal 
of time this week with an interval to consider air 
estimates and another to debate the Palestine mandate 
position. 


* * * 


A debate on the adjournment on Tuesday in last 
week gave Mr. David Adams the opportunity to make 
some telling criticisms of.the Board of Education and 
the lack of education for children in the evacuated 
town areas. Mr. Adams put much of the confusion, 
including the abandonment of medieal inspection and 
treatment, milk-in-schools and meals for school- 
children schemes, down to the diversion to other duties 
of 55 of the inspectors of the Board of Education and 
to the loan to other services*of 663 of their staff. 
Some of these exiles from the Board of Education 
may have been among the 999 of the Ministry of 
Information. 

A meeting of trade union representatives and M.P.s 
has taken the family allowances question a stage 
further. It is at any rate being re-examined. And 
the incorporation of family allowances in Mr. May- 
nard Keynes’s plan for avoiding the vicious spiral of 
inflation has brought the subject into the forefront of 
discussion. Mr. Keynes is indefatigably diseussing 
it with politicians of all parties and his plan for com- 


pulsory saving, family allowances and capital taxation 
after the war, which has been temperately blessed by 
the Times, holds the field as the most important topic 
of economic consideration at the moment. 


* ” * 


Dame Janet Campbell put forward her views on 
medical women and war services to the Medical Parlia- 
mentary Committee and expressed disappointment 
that though the Army Council, in September, 1939, 
had agreed to give “relative rank” to all women 
appointed to the R.A.M.C., yet very few appoint- 
ments have been made and no senior appointments. 
The R.A.F. has made no appointments at all, but the 
Admiralty have appointed Dr. Genevieve Reweastle 
as medical superintendent of the Wrens with the 
rank of surgeon-commander. Dame Janet pointed out 
that while the care of women who are sick can be 
carried out either by men or women doctors, the 
examination of healthy women, their supervision in 
work and in quarters, their education and training 
in personal hygiene and in the bodily habits which 
make for health and efficiency can be done much more 
suitably by women. 

The suggestion is made by the Women’s Medical 
Federation that medical women ean be _ suitably 
employed as follows :— 

(1) In the W.A.T.S., the W-.R.N.S. and the 
W.A.A.F. for general health supervision and, in cer- 
tain instances, treatment as in the last war. 

2) In military hospitals-as specialists in pathology, 
bacteriology, anesthesia, radiology, &c. 

(3) On reeruiting boards to examine 
recruits. 


women 


And the Federation press for the immediate appoint- 
ment of a senior medical woman to each of the uni- 
formed forces (W.A.T.S., W.R.N.S. and W.A.A.F). 
There is at present a lack of organised medical care 
for uniformed women which can best be remedied by 
the appointment of women doctors. 

Dame Janet gave examples of inefficiency, such as 
ten women billeted in the outbuildings of a farm suf- 
fering from influenza without any medical treatment, 
and in another place the women under medical treat- 
ment were expected to get up and parade for inspec- 
tion at a place some distance from their billets whether 
medically fit to do so or not. 

It would certainly appear that the much greater 
employment of women medical officers should be 
planned and arranged at once—especially in view 
of the likelihood of severe pressure on medical 
arrangements, both civilian and military, in the near 
future. 


The Mental Deficiency (Scotland) Bill, which has passed 
through the House of Lords, completed all its stages and 
was read the third time in the House of Commons on 


Feb. 27. 
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QUESTION TIME 
Grading of Recruits 


Mr. JAMES GRIFFITHS asked the Minister of Labour if he 
would state the number of persons examined by the 
medical boards under the Military Service Acts since the 
outbreak of war; and the numbers placed in each grade 
by the board ; whether men examined and graded by the 
boards were given the right of appeal against their grading ; 
and what steps must they take to lodge their appeals.- 
Mr. Ernest Brown replied: Of the men summoned 
for medical examination under the National Service 
(Armed Forces) Act from the outbreak of war to Feb. 10, 
1940, 74-8 per cent. were placed by the medical boards in 
Grade I, 12-1 per cent. in Grade II, 8-2 per cent. in Grade 
1It and 4-9 per cent. in Grade IV. It would not be in the 
public interest to state the actual numbers of men examined. 
Chere is no statutory provision for appeals against decisions 
of the medical boards. If, however, fresh medical evidence 
is produced which suggests that a man has been wrongly 
graded, it is placed before the chairman and where neces- 
sary the man is re-examined. 

Mr. Grirrirus: If a man appears before a board and 
is dissatisfied with his grading, and if his doctor is con- 
vinced that an injustice has been done, will a re-examination 
take place on production of a certificate ?—Mr. Brown : 
In many cases that has been done. It would surely be 
the duty of his local doctor, if he thinks that evidence he 
possesses has not been put before the medical board, to 
see that it is brought to the attention of the board or the 
Minister, when a re-examination can take place. 


Nervous Instability 


Rear-Admiral BeEAMIsSH asked the Minister if he was 
aware that men were being passed into the Army who were 
not questioned on being boarded concerning illness of a 
neurotic or psychological nature in accordance with the 
recommendations of the report by the conference under 
Lord Horder, which also urged careful reporting upon the 
newly entered men while under training; and would he 
bring these points to the attention of training centres 
concerned.—-Mr. Brown replied: The instructions issued 
to medical boards with regard to the estimation of a 
man’s nervous stability provide for inquiry to be made 
into the man’s personal and family history of nervous or 
mental illness. I have no information to suggest that 
these instructions are not being carried out. Lord Horder 
has visited a number of the medical boards in order to 
satisfy himself that the examination is of such a nature 
as to prevent potential shell-shock cases from being passed 
fit for service in the Armed Forces and has expressed 
himself as being entirely satisfied. 

In reply to a further question addressed to the Minister 
of Pensions Sir W. Womers ey said that the pamphlet 
entitled Neuroses in Wartime (the substance of which had 
been printed in THe Lancet of Dec. 16 last) was on sale at 
2d. and copies had been furnished to the three Fighting 
Services for issue to all their medical officers. 


Medical Boards 


Mr. Groves asked the Minister of Labour whether he 
would state the number of recruiting medical boards set 
up under the Military Training Act, 1939, and later under 
the National Service (Armed Forces) Act, 1939; the total 
number of medical men employed thereon; the total 
amount paid to such medical men; the maximum sum 
received in totality by any medical examiner to date; and 
the minimum sum received in totality of any medical 
examiner.—Mr. Brown said: The number of medical 
boards set up under the Military Training Act and the 
National Service (Armed Forces) Act is 163. The total 
number of medical practitioners at present serving, either 
as chairmen or as members of the panels of medical boards 
is 2790. The total amount of fees paid to such medical 


practitioners up to Jan. 31, 1940, is about £260,600. Volun- 
tary recruits are also examined by these boards and the 
fees paid in respect of such recruits are included in this 
total. I cannot state, without making a detailed inquiry, 
the maximum and minimum total sums respectively paid 
to individual medical practitioners 
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Psychological Specialists 

Dr. How1rt asked the Secretary of State for War how 
many psychological specialists were called up in December, 
1939, and how many of them had been engaged in doing 
psychological work since they had been called up.—Mr. 
OLIVER STANLEY replied : Nine officers were commissioned 
in the R.A.M.C, during December, 1939, for employment 
in psychiatric work. One is employed in special work, 
and the remainder are doing general duty until their 
services are required in a special capacity. 

Dr. Howirt asked if Mr. Stanley would make an inquiry 
into the whole of this matter to see how essential it was 
that more specialists in neurosis should be appointed in all 
parts of the country. In the last war 10 out of every 1000 
of the troops abroad and three out of every 1000 in this 
country were victims of neurosis. Was it not important 
that there should be some specialists in this country ?— 
Mr. STANLEY replied: A large number of specialists in this 
class of case had been called up, but owing to the fact that 
fighting had not started, the cases were not as numerous 
as they were in the last war nor as numerous as we expected, 
and many of the specialists had to be employed at the 
moment in general work. 

Mr. Boyce asked Mr. Stanley to see to it that many of 
these specialists were not lost in doing general service, as 
were many distinguished specialists in the last war.—Mr. 
SraNLEy said that they were being called up for this purpose 
but fortunately, owing to there not being any fighting 
on the Western front, cases of neurosis were few. He 
thought the services of the specialists were used for general 
purposes owing to the few men who were suffering from 
neurosis. 

Mr. How!rt asked why cases of psychoneurosis had been 
evacuated to England and sent to general hospitals ; and 
if it was his intention to follow the recommendations of the 
1922 report for the treatment and prevention of such cases. 
—Mr. STANLEy said: It is inevitable that a number of 
cases of psychoneurosis must be evacuated to England and 
the necessity for this was recognised in the report referred 
to. The recommendations of the report for the treatment 
and prevention of such cases are being followed in the 
present organisation, which provides for psychiatric 
centres, and for convalescent depéts overseas. At these 
centres, patients are under the care of experts in nervous 
disorders. 


Civilian Doctors and the R.A.M.C. 


Mr. Groves asked the Secretary of State for War 
whether he was aware of the dissatisfaction which existed 
amongst civilian medical practitioners engaged by his 
department ; if he would explain the precise difference 
in the duties for which the maximum was payable in the 
case of civilian medical practitioners engaged on full-time 
R.A.M.C. duties and civilian medical practitioners engaged 
on whole-time duties.—Mr. STANLEY replied: There was 
some misunderstanding as to the conditions which has 
now, I hope, been removed. The distinction drawn 
between full-time and whole-time duties is that, in the 
former case, the civilian medical practitioner is responsible 
for the full duties which would be carried out, for example, 
in a military hospital, by a R.A.M.C. officer if one were 
available, and is therefore left with no time available for 
private practice, while, in the latter case, although he is 
liable to be called out at any time and his actual duties 
occupy, on the average, several hours a day, they do not 
take up all his time and he has, in fact, opportunities 
for private practice. There are fixed rates for full-time 
and whole-time duties as follows: full-time, 30s. a day 
(33s. 6d. a day where there is no service medical officer 
at the station), and whole-time, 25s. a day. 


Nursing in Small Military Hospitals 


Sir Francis FREMANTLE asked the Secretary of State 
for War if he was aware that 127 small military hospitals 
and reception stations were staffed by voluntary 
aid departments with no trained nurses; that these 
arrangements, intended only for brief detention, were 
frequently obliged to accommodate cases of pneumonia, 
cerebrospinal fever and other serious diseases; and 
whether he would appoint at least one trained nurse to 
each such hospital or station.—Mr. STaNLey replied : 
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Certificated nurses are not normally employed in small 
military hospitals and reception stations, which are not 
intended for the treatment of serious cases. Such nurses 
are, however, called in when their services are needed. 

Sir F. FREMANTLE asked if Mr. Stanley was aware that 
whereas this was the normal practice as understood, 
entirely different conditions had prevailed since the war 
broke out, and the V.A.D.’s were absolutely untrained to 
look after the cases that had had to be accommodated in 
these 127 hospitals.—-Dr. SUMMERSKILL asked whether in 
view of the alarmingly high proportion of deaths from 
sickness in the first casualty list, Mr. Stanley would give 
this his personal attention.—Mr. STANLEY replied: I am 
giving it my personal attention and I hope to make a state- 
ment about it on the estimate. I cannot agree, however, 
that there was an alarmingly high death-rate in the first 
casualties. As I explained in regard to accidents, the death- 
rate per 1000 was slightly lower than before. 


Territorial Nurses 


Replying further to Sir F. Fremantie, Mr. STANLEY 
said: The Territorial Army Nursing Service personnel 
attached to the Territorial Army general hospitals which 
were abolished in September, 1938, were not called up at 
the beginning of the war. Their services were not then re- 
quired and they had been individually notified that it was 
unlikely they would be needed forsome months. A certain 
number volunteered for service during the first few-weeks 
and as many as possible of these were absorbed in the 
units then being formed. Others were being called up as 
required. The remainder are waiting and available. 
Meanwhile, they continue in their civil posts. 


Unemployed Nurses 


Mr. Rostron DucKworts asked the Minister of Labour 
how many nurses were now employed; and whether the 
exchanges were being asked to supply fully trained or 
semi-skilled nurses.—Mr. Brown said: On Jan. 29 there 
were registered 261 wholly unemployed men and 1016 
wholly unemployed women for employment as nurses. 
Whilst I am unable to state without special inquiry to 
what extent exchanges are being asked to supply fully 
trained or semi-skilled nurses, arrangements are in force 
with certain local authorities and private institutions for 
the supply of probationer and fully trained nurses. 

Mr. Rostron Duckwortu asked the Minister of Health 
whether, in view of the large number of nurses still un- 
employed, he would represent to the different local authori- 
ties owning hospitals the need for employing fewer volun- 
tary or semi-paid unskilled labour and of utilising the 
services of those nurses with greater experience.—Mr. 
Ex.iot replied : My information is to the effect that there 
has been a considerable increase in the demand for trained 
nurses, and that it is now probably true to say that no good 
experienced nurse need remain unemployed as longs as she 
is prepared to serve in any district where her services are 
required. As far as I am aware local authorities are not 
displacing regular nurses in favour of nursing auxiliaries. 
The latter are being used generally in their proper auxiliary 
spheres in hospitals intended for the reception of casualties. 


Telephone Numbers of Military Hospitals 


Mr. GrovES asked the Postmaster General why telephone 
operators were forbidden to give the numbers of military 
hospitals to soldiers taken ill while on leave.—Major G. C. 
Tryon replied: The telephone number of a military 
hospital is withheld only where the responsible military 
authority has expressly asked that it shall not be published 
in the telephone directory. Even so, in the event of an 
urgent call, the hospital would be called by the operator 
and asked whether it desired to take the call. The question 
of more general publication of the telephone numbers of 
service units has recently been taken up with the depart- 
ments concerned and the numbers of all units, other than 
those of a confidential nature, will be published in future 
issues of the directories. 


Tuberculosis in Durham 


Mr. Davip ADAMs asked the Minister of Health whether, 
in view of the very large increases in the death-rate from 
tuberculosis in certain parts of Durham during the last 
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war, of more than 60 per cent., he was now taking special 
steps to reinforce the anti-tuberculosis service in these 
areas; and what proportion of the beds available for 
tuberculosis patients was now being occupied in the country 
as a whole and in county Durham, respectively.—Mr. 
ELLioT replied: On Dec. 31 last there were in the geo- 
graphical county of Durham 948 beds provided by councils 
for the treatment of tuberculosis ; 793 patients were being 
maintained by them in tuberculosis institutions and there 
was a waiting-list of 12 persons. The apparent discrepancy 
between a surplus of unoccupied beds and a waiting-list 
is, of course, due to the necessity for particular types of 
accommodation for particular types of case. For England 
and Wales as a whole the corresponding figures were 
26,433, 20,952 and 1072 respectively. A new sanatorium 
is in process of construction by the Poole joint sanatorium 
board at Middlesbrough. This will add 315 beds to the 
accommodation available for the area. Continuation of 
this building scheme was approved by the Ministry in 
September; questions of priority of materials are now 
being dealt with and the sanatorium is expected to be 
completed within twelve months. 


Medical News 


University of Oxford 


On Feb. 24 the degree of B.M. was conferred on H. D. 
Eddy. 


University of London 


The degree of D.Sc. has been conferred on Dr. W. H. 
Newton and on Prof. Gilbert Stead. 


Society of Apothecaries of London 

At recent examinations the following were successful :— 

Surgery. 
J. Marks. 

Medicine.—T. A. H. Adkins, P. S. Clarke, R. G. Feast, P. 
Haden, C. E. 8. Myers and M. F. Smith. 

Forensic Medicine.—T. A. H. Adkins, P. 8. Clarke, R. G. 
Feast, P. Haden, C. E. S. Myers and M. F. Smith. 

Midwifery.—G. G. France, E. A. Griffiths, C. 
and R. West. 

The following candidates, having completed the final 
examination, are granted the diploma of the society 
entitling them to practise medicine, surgery and mid- 
wifery :— 

P.S. Clarke, Guy’s; E. A. Griffiths, Brist.; J. Marks, Mary’s; 
and C, E. 8. Myers, Mary’s. 


H. P. Anderson, G. G. France, D. L. Jones and 


Nunhofer 


Pharmaceutical Society of Great Britain 

A meeting of this society will be held at 17, Bloomsbury 
Square, London, W.C.1, on March 12, at 7.30 P.m., when 
Dr. W. P. Kennedy will speak on some aspects of drug 
addiction. 


Broadcast on the Red Cross 

On Good Friday, March 22, at 10.30 p.m., a feature pro- 
gramme about the history, growth and development of 
the Red Cross will be broadcast from the Midlands in the 
Home Service programme. 


Clinic for Deaf Mute Children 


The research clinic for deaf mute children under 12 at 
the Infants Hospital, Vincent Square, London, 8.W.1, is 
reopening, and will be ready to receive outpatients for 
speech training at 10 a.m. on Thursdays beginning on 
March 14. 


Oxygen and Nitrous Oxide Cylinders 

The Ministry of Health is appealing once more to 
hospitals, private individuals and industrial concerns to 
refrain from hoarding oxygen and nitrous oxide cylinders. 
Increased demands for these cylinders are again taxing 
the available resources. 


University College Hospital 

On Tuesday, March 19, at 5 p.m., Prof. H. P. Himsworth 
will deliver the thirteenth Sydney Ringer lecture at the 
medical school of this hospital. He will speak on insulin 
deficiency and insulin inefficiency. The lecture will be 
open to all medical practitioners and students. 
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Royal College of Surgeons 


Che first Moynihan lecture which was to have been given 
m March 14 has been postponed until April 11 owing to 
he illness of Mr. Hey Groves 


London County Council 


lhe plastic surgery unit at St 
ranstferred to St. 
ases units at St. 


James Hospital is to be 
Charles’ Hospital. The venereal dis 
é Charles’ and St. Margaret’s Hospitals 
have been closed and a unit has been established at Queen 
Mary’s Hospital for children, Carshalton. 


British Postgraduate Medical School 


From Monday, April 1 to Friday, April 5 Mr. R. Watson 
Jones will give a course of lectures at the school on the 
treatment of fractures with special reference to war 
conditions. Application for admission should be sent to 
the dean of the school, Ducane Road, London, W.12, before 
March 26. 


1 P mm: 
Medical Diary 
Week beginning March 11 
ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, 8.W.1. 
PUESDAY and THURSDAY 2.30 P.M., Prof. E. P. Cathcart, 
F.R.S The Mystery of Alimentation (Oliver-Sharpey 
lectures.) 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 


PUESDAY 

Therapeutics and Pharmacology—2.30 v.m., Prof. B. 
McSwiney, Prof. R. V. Christie and Dr. J. MeMichael : 
Oxygen Therapy 

Psychiatry—2.15 1 Sir Arthur Hurst Hysteria. Dr. H. 
Crichton Mille t will also speak 

WEDNESDAY 

Surgery —4.30 P.M., Surgeon Rear-Admiral G. Gordon-Taylor 


Abdominal [Injuries Mr. G. T. Mullally and Mr. J. 
Haycraft will also speak 

F RIDA 

Ohstetrics « 


Berry 


nd Gynacology—5v.M., Mr. Briant Evans: Develop- 


mental Abnormality of the Uterus Mr. V. B. Green- 
Armytage Vaginal Hysterectomy: a new technique 
eoloured film) Miss M. Moore White: Treatment of 
Sterility 

Radiology joint meeting with the British Institute of 


Radiology and the Faculty of Radiologists. 
[ADWICK LECTURE. 
PUESDAY—2.30 P.M. Livingstone Hall, 42, Broadway, 

S.W.1), Dr. T. N. V. Potts The Role of Women in the 

Public Health Service Today. 

BRITISH INSTITUTE OF RADIOLOGY. 
FRIDAY—-2 P.M. (1, Wimpole Street, W.1), Dr. E. Rohan 
Williams, Dr. 8. Cochrane Shanks, Dr. G. B. Bush, and Dr. 
J. Wilkie: The Value of Radiography in the Acute Abdomen. 
3 P.M., Prof. J. Forestier: Arthritides. 
SATURDAY 10.30 A.M. | Welbeck Street, W.1), Mr. B. Win- 
deyer, Dr. F. Ellis, Miss C. Wood, Dr. N.S. Finzi, Dr. D. 
W. Smithers: The Practice of Radiotherapy in War-time. 
MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY. 
THURSDAY 2.30 pM. (11, Chandos Street, W.1), Dr. Culver 
Barker and Dr. (llan Worsley : Approach to the Patient. 
EDINBURGH ROYAL INFIRMARY. 
THURSDAY 1.30 P.M., Dr. Douglas Guthrie: The Pathology 
of Voice and Speech (Honyman Gillespie lecture.) 
rAVISTOCK CLINIC, Westfield College, 
N.W.3. 











Kidderpore Avenue, 


MoONDAY—3 P.M., Dr. H. Crichton-Miller : 
Evolution. 


BRITISH POSTGRADUATE 
W ° 


Self and Racial 


MEDICAL SCHOOL, Ducane 


Road, 12 
WEDNESDAY—11.30 A.M., Clinico-pathological conference 
(medical). 2 P. — , Dr. Janet Vaughan : Hemoglobin Meta- 


bolism. 2.30 P.m., Dr. C. M. Hinds Howell: Ward clinic. 
3 P.M., ¢ Sicinn eatiolanteal conference (surgical). 

PHURSDAY 2 p.M., Dr. DuncanWhite: Radiological conference. 

FRIDAY—2 P.M., Clinico-pathological conference (gyneco- 
logical). 

DAILY—-10 a.M.—4 P.M., Medical clinics; surgical clinics and 
operations; obstetrical and gynecological clinics and 
operations. 1.30-2 P.M. De mortem demonstration. 

FEL LOWSHIP OF MEDIC INE POSTGRADUATE MEDI- 
AL ASSOCIATION, 1, Wimpole Street, W.1. 

Brompton Hospital, 8.W.3. Mon. and THuRs., 5 P.M., 
M.R.C.P. course in chest diseases..—Royal Cancer Hospital, 
Sloe toad, S.W.3. Mon. to SatT., 9.30 a.M., F.R.C 


(Final) course.-Royal National Orthopedic Hospital, 
Stanmore, Mddx. Sat., 2 P.M., F.R.C.S. (Final) ortho- 
peedic course West End Hospital for Nervous Diseases, 
Gloucester Gate, N.W Mon. and FRI1., 5.30 P.M., 


neurological surgery c« fk 


VACANCIES 
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y . 
\ acancies 


Bath, Bath and Wesser Children’s Orthopadic Hos H.s., 
at rate of £120 
Bedford County Hosp. 
rate of £150. 
Belfast, Royal Victoria Hosp 

Birmingham United Hosp 
dept., £350 
Blackburn Royal Infirmary.— Res. H.P., £175 
Bootle General Hosp., Linacre Lane.—Cas. O., and H.t also 
H.8., each at rate of £150 
Brighton, Royal Susser County Hosp 
anesthetics, £300. 
Bristol Eye Hosp.—Jun. H.S., at rate of £100. 
Burton-on-Trent General Infirmary Cas. O. and H.P., £150 
Cambridge, Addenbrooke’s Hosp Cas. O. and supernumerary 
I.5., at rate of £130 
Cardiff, King Edward VII Welsh National Memorial Assn.— 
Asst. res. M.O. for Sully Hosp., £200. 
Cardiff Royal Infirmary.— House posts, each £50 
Cumberland County Council.—Temp. consultant in obstetrics, 
at rate of £500. 
Derbyshire Education Committee 
rate of £500 
Dover, Royal Victoria Hosp.—Res. M.O., £140 
Enfield Education Committee Asst. school M.O 
Essex Administrative County Third asst 
County Hosp., Broomfield, £350. 
Exeter, Royal Devon and Exeter Hosp.——H.5. and H.P., each at 
rate of £160 
German Hosp., Dalston, E.8.—Jun. H.P., £160. 
(folden Square Throat, Nose and Ear Hosp., W.1.—H.x., £100. 
Halifax Royal Infirmary.—First H.S., at rate of £200 
Harrogate, Royal Bath Hosp.— Res. M.O., at rate of £200 
Hastings, Royal East Susser Hosp Sen. H.S., at rate of £165 
Haverfordwest, Pembroke County War Memorial Hosp Res. 
{.S., £200. 
He rtfordshire County Council.—County M.O.H., 
sen. asst. school M.O., £750 
Lancashire County Council.—Jun. H.S for Biddulph Grange 
Orthopeedic Hosp., at rate of £200 
Lancashire County Council.—Jun. res. M.O. for Lake 
and Darnton House Institution, at rate of £225 
Leicester City General Hosp.— Res. M.O., at rate of £300 
Leicestershire County Council Jun. res. M.O. for County 
Sanatorium and Isolation Hosp., at rate of £300 
Maidstone, Kent County Ophthalmic and Aural Hosp.—Ophth. 
H.S., at rate of £200. 
Manchester, Ancoats Hosp.—H.8., at rate of £100 
Manchester City.—Temp. res. asst. M.O. to tuberculosis wards 
for Withington Hosp., £350 
Vetropolitan Hosp, £.8.—Res. house officer, at rate of £150 
Viddlesex County Council. Physician (Grade 1) for Central 
Middlesex County Hosp., £1000. Also asst. M.O., £400, 
cas. M.O., and jun. asst. M.O., at rate of £350 and £250 
respectively for Redhill C wane) Hosp. 
Vational Hosp., Queen Square, W.C.1 H.P., £100 
National Temperance Hosp.., eS wae Road, N.W.1 Cas. O., 
at rate of £140. Also H P. and H.S., each at rate of £130 
Velson Hosp., Merton, S.W .20.— Res. H.S., at rate of £150 
Newark General Hosp.—Res. HS , at rate of £175 
Northampton General Hosp.—Res. anesthetist and H.=. to 
ear, nose, and throat dept., each at rate of £150 
Norwich, Jenny Lind Hosp for Children.— Res. M O., £120 
Oldham Royal Infirmary Visiting pathologist, £250. Visiting 
genito-urinary surgeon, £100. Also visiting dermatologist, 
3 guineas per session. 
Oswestry, Robert Jones and Agnes Hunt Orthopaedic Hosp.—H.5., 
at rate of £200. 
Oxford, Wingfield-Morris Orthopadic Hosp.—Res. H.5 ., at rate 
of £100—£120. 
Preston Royal Infirmary.— Res. obstetrician, £250 
Royal Cancer Hosp., Fulham Road, S.W 3.—Radiologist, £500. 
Royal Northern Hosp , Holloway, N.7.—H.S., at rate of £7 
Sheffield Children’s Hospital.—H.P. at rate of £100. 
South Shields County Borough. 
of £150. 
Staffordshire County Council.—Res. asst. M.O. for Wordsley 
Public Assistance Institution, at rate of £300. 
Sunderland, The Sir John Priestman, Durham County and 
Sunderland Eye Infirmary.—Two res. H.S.’s, each £175. 
Swanley, ~y 7 I omnes Home, Parkwood.—Res. M.O., at 
rate of £20 
Also H.P. 


Truro, — ( a Infirmary. —Sen. H.S., £150. 
-» each £1 , 
Ventnor, Isle of Wight, "Royal National Hosp. for Consumption.— 
Two asst. res. M.O.’s, each at rate of £250. 
Walsall General Hosp.—Cas. O. and orthopedic H.S., at rate 


H.S., at rate of £155. Also cas. ©., at 


Six res. M.O.’s 
tegistrar to ear, nose, and throat 


Mayo Fellowship in 


Temp. asst. school M.0., at 


, £600 
M.O for Essex 


£1500 Also 


Hosp 


H.S. for general hosp., at rate 


of £150 

WwW ae oT Infirmary and Dispensary.—Third resident, at rate 
of £150. 

West End Hosp. fA veo Diseases, Gloucester Gate, N.W.1 
Res. H.P. 


Wickford, unwell Hoep. for Nervous and Mental Disorders 
H.P., at rate of £150. 

Wigan, Royal Albert Edward Infirmary and Dispensary.—Tbree 
1.8.’s, each at rate of £15 

Woolwich ‘Memorial Hosp. oo Hill, S.E.18.—Jun. res. M.O., 
at rate of £133 6s. 3d. 

Wolverhampton Royal Hosp.—Cas. O., at rate of £100. 

Wrerham and East Denbighshire War Memorial Hosp.— Res. 
H.S. for ear, nose, and throat and ophth. depts., and 
res. H.S., each at rate of £150. 


The Chief Inspector of Factories announces vacancies for 


examining surgeons at Thornhill, Dumfries; and New 


Mills, Chester. 
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NOTES, COMMENTS AND ABSTRACTS 


DOSAGE IN HELIOTHERAPY given: radiation, tempe ature, wind-velocity and mois- 
= ; Fie ture. He reminds us that Sir Leonard Hill was the 
Tie excellent results obtained by empirical treat- first to attempt to do this by determining their com- 

ment in alpine and marine surroundings are proof ined aetion on the kata-thermometer. Later the 
that cautious exposures to sun and fresh air yield good frigorimeter of Dorno and the frigorigraph of 
results in the hands of experienced workers, endowed pffeiderer were also used. Total radiation and the 
with clinical acumen. But recent reports on climatic  yltraviolet component can easily be estimated with 
treatment show that empirical methods may be gradu- existing apparatus, which gives fairly accurate read- 
ally discarded in favour of more rational treatment.  jngs, The patient’s skin reaction must be determined 
In infantile rickets, for example, X-ray observation of py direct testing; an estimate based on the patient’s 
healing bone and return to normal of caleium and phos- type or the appearance of his tissues will not 
phorus metabolism allow us to measure the patient’s prevent unpleasant skin reactions. After these 
progress. But the effect of heliotherapy, if any, on measurements have been taken, and they are all 
other tissues and the reaction of the patient as a whole  egsential if treatment is to be based on rational 
is still the subject of controversial and often of con- standards, there still remains the major task of 
soo oa yng. though ne ’ ee al —_ estimating the effect of radiation on the patient and 
ias led to a clearer appreciation of the factors involvec » les} re § ating. ° ase > tres 2 
Some of the factors causing variations in the inei- a ‘o promedhe pede onal = payprhtnnicny 
dent rays have long been recognised. The height of external variable factors is irrational and may lead 
the sun, varying with season and time of day, the to regrettable reactions. The temptation to do this 
ensuing obliquity of its rays and the absorption appears to be almost irresistible and it requires the 
through corresponding depths of atmosphere are of  ¢linical insight and experience of the Rollier school 
first importance. Other factors which require estima- to state categorically that each case must be treated 
tion are humidity, dispersion of light, temperature, aeeording to the reaction observed in the patient’s 
reflection by snow or water surfaces and finally sereen- general condition and accurate daily observation 
ing by light cloud or haze. Sunshine and skyshine of the lesion. . 
must be estimated separately. In spring and autumn : 
skyshine may be responsible for pool the whole FOOD AND LIFE 
radiation and direet sunshine only for a fractional THE fourth of a series of yearbooks * in the form of 
increment. Skyshine can be used very successfully Symposia produced by the United States Department 
in treatment even when sunshine is available, and © Agriculture deals with nutrition. The book begins 
indeed may be preferred if sunshine is badly tolerated. ——? oom etn te cee adel a na oat 
_Grober,’ in a survey of recent work in the Union came twenty-one papers on human nutrition, includ- 
of South Africa, records that exposure to the rays of jing four especially valuable accounts of human food 
the sun causes an early drop followed by a rise in requirements, carbohydre ates, fats and energy being 
basal metabolism. He draws attention to an improve- discussed by Helen S. Mitchell and others; protein by 
ment in muscle-volume, which had previously been OD. Breese Jones ; mine ‘rals by Professor Sherman and 
noted by Swiss workers. This improvement occurs others ; and vitamins by Lela Booker and others. 
while the patient remains in the recumbent position These weer yooh et i my ms i op eae mast 
and in spite of prolonged muscular inactivity. The woke Sake tc tho ccamemae nied of neoeagee is 
mechanism underlying these changes has not been 4). prime poser behind many political aspirations. 
fully investigated. The fact that they are observed ‘There follow papers on food composition by Charlotte 
after exposure of a small area of body surface sug- Chatfield and G. Adams ; vitamin content of foods by 
gests a reflex nervous mechanism. This hypothesis isther P. Daniel; and present-day diets in the 
receives some support from observations made by United States by Hazel Stiebling and C. M. Coons. 
Kestner? in this country. In a series of cases of The last of these contains much hitherto unpublished 
extrapulmonary tuberculosis he records a rise in the material collected by the very active Bureau of Home 
basal metabolism after exposure of the patient’s hands Economics, and shows the immense alue of nutrition 
, ‘ - < > surve ys—a lesson we might well take to heart, for not 
and face to either sunshine or cooling winds. No  jnope than three or four surveys of this kind have been 
rise is recorded after a similar exposure indoors or, yndertaken in Britain. Dr. Stiebling and Faith 
on a calm day, to veiled sunlight out-of-doors. Clark discuss planning for good nutrition, and describe 
Temperature-estimations of the exposed parts indicate an excellent scheme devised by the Bureau of Home 
that changes in body-temperature are not responsible Economics to cope with this problem. The foods 
for the rise in metabolic rate. These observations common to the country are classified into twelve 
agree with the suggestion that the region of the ™ajor groups each having fairly distinctive usefulness 
spectrum concerned with the emission of rays possess- > ~~ %. eo. 7 es Se = 
ing antirachitie value (being approximately the net Pa eaeainaha from each pase of foods, rather 
region emitting erythema-producing rays) is not iden- than quantities of individual foods, there is a greater 
tical with a supposed metabolism-stimulating region freedom of choice to meet taste or availability. Four 
of the spectrum. Cure of rickets and also erythema- broad diet plans are outlined for an economical fair 
production ean be obtained by prolonged illumination diet (cost in town $1.50-$2.00 per week), a low-cost 
with “veiled sunlight.” Kestner’s clinical experi- good diet ($1.85-$2.90), a moderate-cost good diet 
ments may help to explain why metabolic changes do ($2.30-$3.70), and an expensive good diet ($3.10- 
not usually accompany irradiation with ultraviolet past oe po Pg nage Wong ey By ony | dicts 
usually ‘prescribe d. The next and larger part of the 





emitting apparatus, but variations in temperature 
during artificial actinotherapy may be responsible for yojyme deals with animal nutrition, and while the 
the differences observed. bias is here more agricultural there is a great deal 

Grober suggests that four variable components must which the doctor will find both interesting and 
be estimated before heliothe neers treatment can be instructive. Some of the articles have a more 


I. Grober, J. S. Afr. med. J. 1939, oS 1. Food and Life. United States Depertina rr of Agriculture, 
. Kestner, O. H. Brit. med. J. Feb. 3 aio, p. 169. Washington, D.C. 1939. Pp. 1165. $1.5 
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scientific and some a more lay appeal, but without 
falling into the horrid class of “ popular scientific 
expositions *’ the book is well within the grasp of the 
ordinary informed citizen, and at the same time can 
be read by the medical man and nutrition expert with 
wrofit. 
: A TOUR OF ANCIENT GREECE 

LAST spring, in company with other medical men, 
Dr. Douglas Guthrie visited many of the ruined cities 
of ancient Greece, and since then he has shared his 
experiences with appreciative audiences. In de- 
scribing Delphi the city of the famous oracle, Dr. 
Guthrie said that it was easy to understand how such 
a wild and eerie valley was for centuries the most 
sacred spot in Greece. One could still see the Sacred 
Way, a lovely marble-paved road, the Temple of 
Apollo, and the treasuries whch served as safe deposits 
for the costly votive offerings. Perhaps the most 
ancient city of Greece was Mycenae, the fortress of 
Agamemnon, where the enormous Lion gate could 
still be seen through which the king marched to aid 
his brother Menelaus in the siege of Troy. Not far 
from Mycenae was Epidaurus, the site of one of the 
most famous zesculapia or temples of healing. Thither 
flocked sick persons from Greece and beyond, to 
undergo the healing rite known as incubation or 
temple sleep. After preliminary sacrifice and purifica- 
tion the patient lay down to sleep in the abaton or 
dormitory and during the night he was visited in a 
dream by the god Asculapius who told him what to 
do. Temple healing was still practised to-day in 
certain churches of Greece, Italy, and Asia Minor, 
just as in the eighth century B.c. The similarity 
between Edinburgh and Athens was obvious to the 
most casual observer. At Athens, in place of the 
Castle Rock, stood the Acropolis with its magnificent 
marble temple to Athene, the Parthenon, probably 
the most beautiful ancient building in existence. 
Delos, the island birthplace of Apollo closely resembled 
Iona. Now desolate and uninhabited it was at one 
time a great city with a market-place in which 10,000 
slaves were sold in a single day. On the isle of 
Patmos, where the gleaming white monastery lies 
like snow on the hill-top, one might still see the cave 
in which St. John received and wrote the Book of 
Revelation. On the island of Cos could be seen the 
great plane tree, 36 feet in circumference, under 
which Hippocrates was said to have taught his 
students in about 400 B.c. 


A NEW HOME HELP 

IN a wise and positive little book which steers away 
from fads and fussy detail Dr. Lindsey Batten advises 

The Single-handed Mother’’ to approach all diffi- 
culties boldly and to foster that spirit in her child 
(George Allen & Unwin, 1939. Pp. 188. 5s.). Our 
attitude to early and simple adventures almost 
certainly forms a pattern for behaviour in face of the 
problems and catastrophes of later life, and a mother 
guided by common sense and a tranquil mind is 
probably the best person to teach her child courage. 
This is one of the many points which Dr. Batten 
drives home neatly with his wit. The chapter on 
management gives broadly the philosophic attitude 
which the good mother cultivates towards her child ; 
it contains no hard and fast directions. In just the 
same way the chapter on bottle-feeding gives her an 
outline of the principles: it does not recommend a 
series of mystic rites which she must obey to the letter 
or be damned. All the way through the book he 
pleads for a sense of proportion. A few samples will 
show how well he does it. A doubting husband— 
at this stage often more husband than father—should 
be persuaded that his wife’s health and happiness are 
now linked with the baby’s. What is best for the 
baby is best for the baby’s mother (and even for the 
baby’s mother’s husband).”’ ... ‘* The notion that 
there is a competition forward between our baby and 
all other babies of the same age, with a prize to the one 


who can first boast that he is on a full mixed diet 
must be avoided. 
on bad 


No prize is offered.’ 
habits maintains this happy 


The chapter 
poise. Bad 
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habits are put in their place for what they are—just 
bad habits, not major disasters. 

H. G. Wells remarks in his preface that he has never 
been a single-handed mother; nor, of course, has 
Dr. Batten. Perhaps—to make one small criticism 
of an excellent book—this is why he has not addressed 
himself to the single-handed mother after all: he has 
written a book for the mother who has friends and 
relatives who can help her, a loyal domestic staff and 
perhaps an untrained nurse maid. The real single- 
handed mother is married to a labourer, has five 
children and no outside help, and probably she could 
enlighten us all on the management of children; 
but that doesn’t alter the fact that Dr. Batten could 
give her a great deal of useful information in return— 
and does in this book. 


Appointments 


ANbISON, A. W., M.D. Manitoba, M.R.C.O.G., temporary 
obstetrical officer at the Preston Royal Infirmary. 

BOLCHOVER, Davip, M.B. Manc., assistant medical officer at the 
outpatient department of the Royal Manchester Children’s 
Hospital. 

Carrns, J. G., M.B. Glasg., D.P.H., resident medical officer at 
the infectious diseases hospital and assistant medical 
officer of health for Portsmouth. 

EDGECOMBE, BERYL, M.B. Lpool, D.P.H., medical officer for 
1% and child welfare for Manchester. 

EVANS, D. Ph.D. Lond., L.R.C.P., medical officer of health 
for y PEG 

FRANK, NATHANIEL, M.B. Glasg., resident medical officer at 
the Soarthe Road Infirmary, Grimsby. 

Hay, J. D., M.D. Lpool, M.B. Camb., M.R.C. D.C.H., hon. 
physician to the Royal Live rpool Babies Sedeitel. 

Hes op, J. F., M.B. Manc., F.R.C.S., chief assistant to a surgical 
unit at the Manchester Royal Infirmary. 

LENTIN, MICHAEL, M.B. ‘1, assistant resident surgical 
officer at the Royal Infirmary, Bolton. 

Morr, A. R. M., M.D. Edin., D.P.H., deputy medical officer of 
health for Stoc kport. 
NISBET, N. W., F.R.C.S.E. 
Robert Jones and Agnes Hunt Orthopedic 

Oswestry. 

PATRICK, JAMES, M.B, Edin., F.R.C.S., surgeon-in-charge of the 
rehabilitation department of the Glasgow Royal Infirmary. 

WILLIAMSON, GEOFFREY, M.B. Manc., D.P.M., deputy medical 
supe rintendent at the county Me ntal Hospital, Rainhill. 

ZIEVE, I. E., M.B. Lond., F.R.C.S., temporary resident surgical 
officer and registrar at the General Hospital, Bristol. 


Examining Surgeon under the Factories Act, 1937: Dr. V. A. 
NEWTON (Salford district, County of Lancaster). 


Births, Marriages and Deaths 
BIRTHS 


24, at Buxton, the wife of Dr. E. C. 


resident surgical officer at the 
Hospital, 


CosGROVE.—On Feb. 
Cosgrove—a son. 

Fox.—-On Feb. 24, at Hove, the wife of Dr. F. W. W. Fox—a 
daughter. 

HALL.—On March 3, at Ayr, the wife of Flight Lieutenant J. H. 
Hall, M.B., of Maldon, Essex—a daughter. 

HvucnHes.—On Feb. 28, at Ruthin, to Dr. Enid Hughes, the 
wife of Dr. Trevor Hughes—a daughter. 

MACHRAY.—On March 3, in London, the wife of Dr. 
Machray—a son. 

MACKENZIE.—On March 1, at Tain, Ross-shire, the wife of 
Captain A. M. Mackenzie, I.M.S.—a daughter. 

MILNE.—On March 1, in Sheftield, the wife of Dr. K. J. G. Milne 

a daughter. 

MoyYNaGH.—On Feb. 

Digby Moynagh 


Robert 


25, at Crawley, Sussex, the wife of Dr. 
a daughter. 


DEATHS 


CoNnWaAY.—On March 1, * Restore, Notts, John Marcus one 
Conway, D.S.O., F.R.C.8.1., Lieutenant-Colonel R.A.M. 
(retd.). 


CRAWFORD.—On Feb. 29 , at Swanley, Kent, Richard Atkinson 
Crawford, L.R.C.S.1. 

DARLING.—On March 2, James Walker Darling, M.C., M.B. 
Edin., of Stratton St. Margaret. 

GILRAY.—On March 2, at Croydon, Arnold Gilray, M.B. N.Z., 
medical superintendent of Mayday Hospital, Croy don. 
HAMILTON.—On March 1, in London, Bruce Hamilton, M.R.C.S., 

aged 76. 

HoLiLick.—On March 3, John Orton Hollick, M.B. Durh., of 
Rowington, Warwickshire, aged 68. 

McGLasHAN.—On March 2, in his 75th year, James McGlashan, 
M.D. Glasg., D.P.H., ship’s surgeon, killed during bombing 
raid on M. Vv. Domala. 

-On March 3, in London, Herbert Meggitt, L.R.C.P.E. 
on. March 4, at Orpington, Charles Edwin Price, 
.R.C.S., D.P.H. 

PRYCE. On "Marc h 2, at Woking, Thomas Davies Pryce, 
M.R.C. 





MEGGITT. 
PRICE. 
N 


Ropp.— sy “Feb. 29, at Folkestone, Montague Louis Bouchier 
Rodd, O.B. E. ., M.R.C.S., Surgeon Rear-Admiral R.N.(retd.), 
aged 73. 
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